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The Effect of War Separation on Father-Child Relations 


AMELIA IGEL 


ODAY there is not one of us who has 

not experienced either directly or indi- 
rectly the serious effect of the separation 
from someone inducted into the armed 
forces. Such separation is bound to create 
problems for those left behind and particu- 
larly for the children. Grief and pain and 
worry are normal reactions to the separation 
experience, and should not be confused with 
the exaggerated reactions of anxiety and 
fear which may lead to neurosis or delin- 
quency. Our own personal experience 
makes us much more understanding of the 
problems confronting others and thus better 
able to help them. At the same time we 
recognize that we, as social workers, need 
to understand our own reactions in order 
to be of real service to others. 

In this paper we are concerned with the 
effect of war-caused separations of fathers 
and children. Although the material under 
consideration deals primarily with the nega- 
tive effects of such separation we cannot 
ignore the fact that for some children, as 
for some families, the induction of the father 
may have many positive values. Our experi- 
ence in observing the effect of war separa- 
tions on children seems to indicate that the 
induction of the father into the armed forces 
may create problems that did not exist previ- 
ously. On closer investigation, however, we 
find that, although the problems thus created 
were new, where serious behavior deviation 
is now reported we can recognize the exist- 
ence of latent forces of family breakdown 
within the family relationship. 





The greater part of the literature dealing 
with the effect of the war on family rela- 
tionships and on children is about the British 
experience and deals mostly with the prob- 
lems of children who have been evacuated. 
The findings point up the principle that 
separation of children from their own par- 
ents is a traumatic experience and creates 
much more serious problems for them than 
are created by any external disaster such 
as bombing, a principle substantiated by 
the everyday experience of child welfare 
workers. In addition, the findings indicate 
that when children presented undue anxiety 
about the separation from the parent or in 
relation to the war, or when they presented 
serious problem behavior, they had previ- 
ously shown symptoms of maladjustment or 
had come from unstable family groups. 

The reports are concerned, for the most 
part, with the separation of the child from 
the mother. They note that the young child 
who is accustomed to the comings and go- 
ings of the father is less threatened by the 
separation from the father than from the 
mother. This, however, will not be true in 
those homes where the child has developed 
greater security with his father than with 
his mother. 

The literature in the American field is 
not so extensive. Dr. J. Louise Despart has 
compiled information about the reactions to 
the war of 57 children who had been studied 
previously, at the Payne Whitney Nursery 
School in New York City, in relation to the 
existence of the anxiety and fears of pre- 
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school children. She points out that in every 
case where anxiety in relation to the war 
was reported or observed the child had pre- 
viously presented an anxiety problem. 

Dr. George E. Gardner and Dr. Harvey 
Spencer of the Judge Baker Guidance Clinic, 
who studied the reactions of 49 children 
with fathers and brothers in the armed 
forces, advise that with one exception (and 
that one a child who developed a depression 
with suicidal tendencies) no children were 
referred for study and treatment because of 
emotional upsets specifically due to a family 
member’s enlistment. 


Selection of Material 


It was with this background of available 
material that I reviewed the evidence of the 
records of our agency relating to the effect 
of war separation on father-child relations. 
It is unfortunate that no controls could be 
established to report other types of cases, 
such as those of children from stable family 
groups where no problem behavior or break- 
down has occurred or those wherein children 
who previously presented problems or came 
from broken homes were able to make a 
more satisfactory social adjustment because 
they were enabled to glorify the soldier- 
father and to have the security of his socially 
acceptable absence or perhaps to have the 
security of a more stable family income 
through the government allowance. Such 
situations no doubt occur and should be 
studied further. 

The cases selected were from the Bureau 
of Child Welfare of the City of New York, 
an agency engaged in providing care for 
children who need care away from their 
own homes at public expense. 

The cases reviewed are run-of-the-mill 
cases selected only because in each a father 
was in the armed services and in each the 
parent reported the child’s undesirable be- 
havior as occurring after the father’s enlist- 
ment. They are of necessity recent and are 
considered from the point of the application 
for foster care. One factor we recognize 
in the selection of the cases which may tend 
to overweight the material is that most of 
the applications were made prior to the date 
when pre-Pearl Harbor fathers were first 
drafted. We can wonder then whether the 
father’s enlistment was influenced by the 


existence of a broken home situation where 
the father used enlistment as a patriotic 
method of desertion, or by other serious 
factors indicative of upset family relations. 
On the other hand, we should not under- 
estimate the existence of sincere desire to 
serve our country. With these limitations 
in mind, we find that the evidence of the 
following cases supports the theory that 
those children who presented problems re- 
ported to have appeared at the time of the 
separation from the father were children 
who came from homes where the balance 
of family relationships was askew, or where 
the father was the more stable parent. 


Seeking His Father 


David, a 9-year-old, was referred to us 
by the Children’s Court. Three months 
before he had been picked up by the police 
in New Jersey as a runaway. He said he 
was on his way to see his paternal grand- 
mother. The child had been admitted to 
Bellevue Hospital for psychiatric study be- 
cause his mother claimed that his behavior 
had become so severe since the father’s 
enlistment that she did not know how to 
deal with him. He had been truanting from 
school, had complained of being “blind ” for 
a week (a conjunctivitis), had been pilfering 
from his mother, had operated a racket to 
collect money from younger school children 
for “ protection,” and had stayed out late at 
night. 

The psychiatrist ruled out the existence 
of any organic impairment. He found the 
child to be of normal intelligence but with 
a severe reading disability and consequent 
educational retardation. He stated that the 
child was reacting to deprivations in the 
home situation and his feeling of inadequacy 
in the school situation as well as his feeling 
of being persecuted, first, by the teachers 
because he could not do the work, second, 
by the organized gang in his neighborhood, 
and, third, by his father’s having left him 
to go into the army and his mother’s having 
left him to go to work. He was living out 
his fantasy life which was largely colored 
by the movies. In order to go to the movies 
he had to get money and in order to see the 
movies as often as he wished he had to 
truant. His anxiety and guilt then led him 
to escape the unpleasant consequences of his 
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acts and he ran away. The psychiatrist 
recommended placement of the boy in an 
institutional setting. You will note that at 
this time we had no significant material 
about the father-child relationship. 

As we began to gather the family history 
we were impressed by these facts: The 
mother had married the father knowing he 
was continuing to maintain a relationship 
with another woman by whom he had a 
child. The mother was a capable, intelligent 
woman, with high standards of living and 
desires to “live like a lady.” The family 
had been in receipt of relief for several years 
intermittently throughout the depression. 
The father, who had been studied at a 
psychological clinic for vocational guidance, 
had been found to be lacking in self- 
confidence, to be eager to please, and to 
have assumed all the household duties in 
the home. He had first deserted his family 
in 1939 but had returned because of his 
love for David. Later, in 1941, he and the 
mother had separated by mutual consent and 
the father had gone to live with the other 
woman. David had visited the father fre- 
quently, looked forward to these visits, and, 
since the father was then working, had 
received gifts and money from his father. 
In April of 1942 the father had enlisted and 
had been sent overseas within a month. In 
making her application, the mother had 
stated that she would assume no further 
responsibility for the child, that she would 
take one more day off from work to arrange 
things for him, but after that if anything 
happened and the boy got into trouble it 
would not be her responsibility. 

We talked with the mother about place- 
ment plans for David as an opportunity for 
him to live with a group of boys at school 
rather than as a punishment for his running 
away. We also talked with her about turn- 
ing over the government allowance to pay 
for the board. Several days later the mother 
withdrew her application and decided she 
would give up her job and stay home to 
take care of David. At her request, she was 
referred to a family agency in the com- 
munity for help in dealing with the child. 

At first it seemed that David would be 
able to get along now that he had the 
security of having his mother at home. Mrs. 
X, however, soon went back to work and 
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David reverted to his earlier behavior with 
increased frequency. He was picked up ten 
times in three months, generally at the Penn- 
sylvania Railroad Station where he said he 
went to find his father. (His father had 
been a porter there prior to enlistment.) On 
one occasion he remained away from home 
for ten days and reported a fanciful story 
of having supported himself by janitor serv- 
ice at a movie. Although he claimed to 
have stayed at an aunt’s home during this 
time, he actually stayed with the woman with 
whom his father had lived. Almost at the 
same time that David told of trying to find 
his father at the railroad station, he told 
stories of his father’s winning the war as 
an officer and a hero. Although the father 
was in North Africa in the midst of the 
fighting, at no time did David openly express 
fears about his father’s safety and ultimate 
return. About this time we learned that the 
mother had a “ boy friend” and that David 
disliked him because the boy friend wanted 
him to wait on him and run errands for him. 

It was decided to place David immediately, 
even though we were still not clear whether 
David’s conflict of feeling in relation to his 
mother might better be worked out while 
still in her home. He was placed in a small, 
cottage-home institution for a period of 
observation, during which the continuing 
plan might be determined. He has been 
there two months. The agency reports that 
David is making a satisfactory adjustment 
in the group. In his play he lives out the 
fantasy of being his father and takes out 
his aggression by pretending to kill Japs 
and Germans. He seems to be deeply 
attached to his mother but does not want 
to go home. 

Certain elements seem clear in this case. 
David’s problem began with the breakdown 
of the family relationships. Finding no 
security in his mother’s affection, David 
turned toward his father. He was able to 
get along without overt behavior difficulties 
as long as the father was available to him, 
but the father’s leaving intensified David’s 
feeling of being unwanted and unloved. He 
even strove to deny that the father was 
actually away and sought to find him in 
places where the father had been before— 
the railroad station, the paternal grand- 
mother’s home, the other woman’s home. 
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His security, centered in the father, was so 
threatened at the father’s leaving that he 
turned to delinquent behavior. 


Uncontrolled Hostility 


The second case illustrates a more neu- 
rotic reaction to much the same situation. 
Tommy, an 8-year-old boy, was referred to 
the Department of Welfare at the insistence 
of the school principal, who stated the school 
had made every possible effort to help the 
child, but if the child were not placed, he 
would be expelled from school. They re- 
ported that since Tommy’s father had been 
inducted in May, 1943, the child had been 
having explosive outbursts of temper, had 
been threatening to kill his mother, was 
demanding of affection, always wanted to be 
the center of attention, and was restless and 
uncontrollable in the classroom. The mother 
reported that at home the child was threaten- 
ing, tried to hurt her, refused to eat or to 
bathe, and had reverted to wetting and soil- 
ing both day and night. 

During the time the school had been 
attempting to work with the mother and 
child, Tommy had been studied at a mental 
hygiene clinic. The psychiatrist reported 
that the boy was of above average intelli- 
gence. When Tommy saw so many men in 
soldiers’ uniforms on the streets he could 
not understand why his father had left him 
and thought that “ something was being put 
over on him.” His threats to kill the father 
were retaliatory because the father had left 
him, and his threats to kill his mother were 
because she “ made him eat ” and he “ didn’t 
want to grow big and strong.” Much of his 
behavior—the refusal to eat, the soiling, the 
rolling on the floor to get dirty—were overt 
efforts to worry and enrage the mother. 

The history revealed significant material 
of family tensions. Tommy was an out-of- 
wedlock child whose father had deserted the 
mother when Tommy was about 18 months 
old. The mother had never nursed Tommy 
and the first 18 months of his life were 
rather precarious because the family moved 
frequently from one furnished room to an- 
other. The mother’s husband had first been 
attracted to her through Tommy and, when 
he married the mother, was frank in saying 
he was marrying her because he loved 
Tommy. Both parents came from broken 





homes. We know very little about the step- 
father except that he was seven years older 
than the mother and had a rather poor work 
record (the family had received Home Relief 
up to the time of his induction in May of 
1942). He had taken over the entire man- 
agement of Tommy and had always been 
able to discipline him without beating him. 
When the mother wrote her husband that 
she had applied for his discharge from the 
army on a “hardship” basis and if that 
failed she was going to “ put Tommy away,” 
the husband wrote her an angry letter say- 
ing he had married her to keep Tommy from 
going to an institution and he wanted her 
to stay home and take care of him. Shortly 
after this he was sent overseas. 

The mother was described by the family 
agency that had tried to help her during the 
period prior to referral to the Department 
of Welfare, as of low average intelligence. 
She was physically debilitated, was unable 
to plan anything beyond an immediate con- 
crete goal, and was absorbed in keeping her 
home immaculate and in securing as many 
material possessions as possible. Her finan- 
cial position had actually been improved fol- 
lowing her husband’s induction since she had 
been able for the first time to move to an 
unfurnished apartment and buy furniture 
(on time payments). She was considered 
rigid, neurotic, and cold. Her relations with 
both maternal and paternal relatives were 
poor. 

Tommy was placed in January, 1944. The 
mother, who visits at the request of the 
worker as often as allowed (three times a 
month), expresses Merself as entirely pleased 
with Tommy’s adjustment there. The 
worker, however, reports that Tommy is 
still a very disturbed child. His toilet habits 
have improved, but he is restless and over- 
demanding of affection and attention. He 
begs for his mother to visit him but pays 
little attention to her once she comes after 
she “tells me the things that my father 
writes in the letters about me.” He says 
he doesn’t want to go home until his father 
comes home. He seldom talks about his 
father, except to say how happy he would 
be if his father would come home. However, 
he knows that is not possible until the war 
is over. He never expresses fear or anxiety 
about his father. Continued psychiatric 
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treatment is planned for this boy but it is 
doubtful if any consideration can be given 
his returning home until the father’s return. 

In this case, also, it is clear that there 
were problems for this child in the home 
situation, but that these did not become 
apparent until intensified by the separation 
from the father, when the child reverted to 
infantile behavior and was unable to repress 
his aggression and hostility. 


The third case represents still another 
variation of the reaction of a child to a 
home situation where there were elements 
of family breakdown. Frank is a 1514-year- 
old boy who was referred to us by the court 
because of truanting, stealing, and staying 
out late. He was the oldest of seven children 
and tried to take his father’s place when the 
father was inducted. There was a history 
of the father’s previous periodic desertion. 
Frank wanted to be a carpenter like his 
father. He tried to boss the kids, to have 
his mother wait on him, wanted his suits 
sent out to be cleaned and pressed, and his 
shirts laundered. Failing in this, he tried 
to enlist in the navy and, failing in this, 
ran away, again like his father. In talking 
about plans for himself, he said that he and 
his father both had good reasons for leaving 
home. He agreed to go away to the institu- 
tion for schooling until such time as he was 
old enough to join the navy. 

These cases have certain similarities. In 
each the father was the person from whom 
the child received his greatest security, and 
the mother was not fulfilling the mother role 
adequately. They illustrate, however, not 
only different reactions to the same situa- 
tion, but a difference in reaction according 
to the stage of development of the child. 

In the cases of 9-year-old David and 
8-year-old Tommy, who were in the midst 
of the latency period where identifications 
are ordinarily in the process of becoming 
consolidated, we find them truanting from 
school, staying away from home, and ex- 
hibiting problem behavior. David haunted 
the familiar hangouts of his father as though 
he were acting out the fantasy of being with 
his father although he very well knew that 
his father was overseas. Tommy was tem- 
pestuous and demanding of affection. When 
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affection was denied him he became retalia- 
tory as an expression of his feelings of 
“ getting even ” at his father’s desertion. In 
the third case we have Frank, an adolescent 
boy who, in the absence of his father, 
attempted to assume the father role in the 
household as evidenced by his demands to 
have his suits cleaned and pressed, and hav- 
ing his mother wait on him. It is well recog- 
nized that adolescence is the period during 
which the boy desires to assume the domi- 
nant masculine role in the home. This 
desire was intensified by the father’s absence 
and by the boy’s feeling of identification with 
him. In none of these cases has the child 
expressed worry or anxiety about the 
father’s safety. 


The Mother’s Reaction 


There is another group of cases in which 
we have observed that the enlistment of the 
father has created problems for the children. 
These are cases where the children are 
affected by the mother’s reaction to the 
father’s absence. They are the cases where 
the mother is so immature and so depend- 
ent upon her husband that his enlistment 
destroys her ability to maintain the home 
for the children with a resultant serious 
effect for them. War deprives these children 
not of one parent but of both parents. 

Mr. and Mrs. C came to the Department 
of Welfare with their three children, aged 
5 years, 4 years, and 18 months, to arrange 
for their immediate placement prior to the 
husband’s return to camp. He had been 
granted a furlough in order to make arrange- 
ments for them because his wife had written 
him that she was completely unable to care 
for the children without him. They had been 
living with his family, but she refused to 
continue staying there without her husband, 
saying that his family did not want her. 
(Her two older children were children of 
a former union.) Although financially she 
was better off than she had been when the 
father was home—she was receiving a gov- 
ernment allowance of $120 a month—she 
was in a state of panic about being left with 
the entire responsibility and complained that 
when she tried to take care of one child, 
the other two got into trouble. She became 
so hysterical at the suggestion of day-nursery 
care for the two older children that it was 
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necessary to make immediate plans for their 
temporary care. During the next three 
months, the mother succeeded in securing 
her husband’s discharge from the army and 
the children were returned to the family. 

In this case we see a mother so immature 
and dependent when she found herself again 
in the precarious state she had been in before 
her marriage (a mother of children, with 
no husband), that her anxiety became acute 
and she was unable to function. With the 
return of her husband and with continued 
case work service, it may be possible to 
protect the children from suffering the effects 
of a family breakdown. 

The case of Mrs. Q, a 26-year-old mother 
about to have her fourth child, presents 
another similar situation. Her husband was 
inducted in March, 1944, when the wife was 
six months pregnant. She immediately asked 
for the placement of her three children, 
Lilly 5, Herbert 4, and Albert 1. The his- 
tory revealed that when Mrs. QO, described 
as a “ blue-eyed pearl of the Antilles,” had 
married Mr. Q, a dark Puerto Rican, she 
had immediately turned over to him the 
entire responsibility for their life together. 
Not only did he earn the living (he was a 
Civil Service employee with a stable record 
of employment and earnings), but he man- 
aged the household, shopping, cooking, clean- 
ing, and washing. When he left her, she 
turned to 5-year-old Lilly and Lilly willingly 
tried to take over this burden. She com- 
forted her mother, reassuring her that the 
father would return. But no matter how 
willing Lilly was, she wasn’t able to do the 
household chores and look after the other 
children. The mother then turned to the 
neighbors, who soon tired of her, and then 
to the Department of Welfare. 

Temporary care for the children was 
arranged pending the mother’s confinement. 
Meantime the family agency is continuing to 
work with the mother so that she can have 
someone to depend on but someone who will 
help her gradually begin to depend on 
herself. 

Although these children presented no 
problem behavior at the time of application 
for their placement, we must recognize that 
the mother’s reaction to the father’s enlist- 
ment was related to her own insecurity and 
created a situation in which there may be 





serious repercussions on the security of these 
children. 

Still another group of cases, which stand 
out among the applications for the placement 
of children as being precipitated by the 
father’s separation, are those of young 
mothers, married or unmarried, who have 
never experienced family life and who resent 
the responsibilities of motherhood. It is too 
early yet to report on the problems these 
children may show. It is not too early, 
however, to anticipate that there will be 
problems in family relationships at a later 
time. It is true that these infants, if removed 
from the mother before they have experi- 
enced the deprivations of her neglect, will 
probably attach themselves to the mother- 
substitute if placed in a good foster home 
and will develop security in that home. 
What problems await them at the time of 
their return to a relatively unknown mother 
and a completely unknown father, who them- 
selves must establish a relationship that is 
new to them, must be recognized in our 
treatment of such situations. The infants 
who have been kept in institutions because 
of the lack of available foster homes to re- 
ceive them may present even more serious 
problems. Our case work service must be 
directed toward counteracting the possible 
harmful effects of such situations by careful 
work with mothers and children. But that 
is a whole topic in itself. 

There are still other types of situations 
where children’s workers must be alert to 
deal with incipient problems created for chil- 
dren by the war separation of the father. I 
refer to situations in foster homes, whether 
boarding homes or adoptive homes. Many 
of the same elements of family relations that 
exist in “own homes ” exist in foster homes, 
with the added factor that the children in 
foster homes have already experienced a 
break in family relationship and may react 
acutely to the separation from the father. 


Conclusion 


Let us review the evidence we have 
been assembling. In the first type of cases 
described, where the children themselves 
exhibited problem behavior, we have seen 
the recurrence of certain factors in each case. 
Superficially, David, Tommy, and Frank 
were all reacting to the fact that the father 
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had left the home for the armed services. 
Actually, however, each was reacting to a 
type of breakdown in family relationships 
in accordance with the stage of his emo- 
tional development. Each had a cold, un- 
sympathetic mother who had found little 
satisfaction in her marital life. Each had 
a father who was the more stable member 
of the family, who took over many of the 
household responsibilities, and who offered 
the security of his affection to the children. 
I have made no effort to analyze the con- 
flicting emotional drives within these family 
relationships but only to point out that these 
existed. Whether these latent forces of con- 
flict within the family would have operated 
so that the children would eventually have 
shown problem behavior is uncertain. We 
can therefore agree that in each case the 
war separation of the father precipitated the 
problem. 

In the second group of cases, the children 
themselves had not yet shown any evidence of 
disturbance. But the fact that their mothers 
had reacted with problem behavior to the 
father’s absence had resulted in family break- 
down and the need for removing the children 
from the home. It is axiomatic for child 
welfare workers that such removal is always 
a difficult experience for children and must 
be carefully handled to avoid the creation of 
attendant serious problems. 

I have made no attempt to discuss the 
large group of families where fathers have 
gone to war but where the family has the 
stability to deal with the separation. I do 


not want to minimize the problems for these 
families even though the universality of the 
experience may help each one bear it more 
courageously. The war separation repre- 
sents a real test of family and individual 
strength and each one reacts in accordance 
with his own life experience. I do not want 
to minimize, either, the fact that the war, 
like any other crisis, precipitates breakdown 
for many families that might have functioned 
adequately without this additional strain or 
tension. Disturbance to family life resulting 
from the father’s absence from the home is 
nothing new. It is the same old problem 
masquerading in a military uniform. It is 
this aspect of the effect of the war on family 
relation which demands the continued atten- 
tion and service of social workers in order 
to treat the serious problems thus created. 

A reassuring note comes from Dr. David 
M. Levy, in a radio broadcast “ How Chil- 
dren Feel When Fathers Go To War.” He 
states, ‘“‘ Whenever the father is an intimate 
part of the family life, his departure is bound 
to act like a kind of shock, as though some- 
thing in the mechanism of the home had been 
thrown off balance. . . . Like a family frac- 
ture. .. . When the family relationship is a 
sound one in the first place . . . the shock 
may be felt more in the beginning, but the 
recovery will take place that much faster.” 
It is on this positive aspect of the problem 
that I will end—recognizing that while the 
war separation may create problems for chil- 
dren, it does not necessarily create problem 
children. 


Social Service to Plastic Surgery Cases 


CynTHIA Rick NATHAN 


S SOCIAL WORKERS in a civilian 
setting, we had comparatively little to 
do with clients undergoing plastic surgery, 
for it is a costly, time-consuming process and 
7 
was, therefore, usually reserved for the 
wealthy who wished to improve their God 
given features. While the social worker in 
the family agency dealt with many clients 
who had suffered disfigurement as a result 
of accident, she found that usually little could 
be done to help those who had been dis- 
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figured, unless their lives were endangered 
or they required emergency care. 

Today we know that wonders are being 
accomplished in military hospitals to correct 
the physical scars of war. Red Cross social 
workers are serving at all these military hos- 
pitals, helping the patients accept the limita- 
tion their injuries impose, helping their 
families maintain constructive attitudes. 
They are building up a body of knowledge 
and offer to share it with those in the com- 
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munity who know little about plastic surgery 
in a military setting. 

Many of us are inclined to think of plastic 
surgery in connection with facial injuries 
only. Our error is understandable, for we 
read that two per cent of battle injuries are 
facial, and even two per cent is a large 
figure. Actually, however, more patients are 
undergoing plastic surgery on hands, arms, 
and legs. Injuries that require plastic sur- 
gery may be the result of small arms fire, 
anti-personnel mines, burns, or accidents, 
among other things. Some are injured far 
from the battle but the same excellent treat- 
ment is offered to the soldier caught in the 
Palisades Park fire while on furlough as to 
the ace caught in his burning bomber. 

The social worker at a plastic surgery 
center learns that while such surgery is 
undertaken to correct disfigurement, it is 
also undertaken to restore function, to im- 
prove mental attitude, and to safeguard 
physical health. 

The mobility of fingers may be lost when 
the hand is gnarled by burns and held taut 
in clawlike shape by tight and shiny scarred 
tissue. But they can be freed by a new 
covering of smooth-textured elastic skin, 
through grafts, so that function will be 
regained. 

The patient’s mental attitude may deter- 
mine how much the surgeon will attempt to 
correct, for if the patient feels his scar is no 
handicap, and if function and health will 
not be impaired by the scar, then it is in 
reality no handicap. The military has recog- 
nized an important social work principle— 
that it is the way we feel about ourselves 
which is of primary importance. The social 
worker can help the patient work through 
his feelings about his appearance. 

For example, one patient suffered injuries which 
disfigured both ears. The plastic surgeon explained 
in detail what would be involved in improving their 
appearance, told the patient that in a way both ears 
looked wrong, in a way they both looked all right, 
but that it was up to the patient to decide whether 
he wished plastic surgery. 

The patient took time to think it over, seeking 
the opinion of other patients at the hospital, of his 
family, and of the social worker. Finally he decided 
that only his left ear needed to be improved. The 
surgeon agreed, informing him that if he changed 
his mind while still in the hospital, the other ear 
could be operated on, and if he changed his mind 
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following discharge, he was still free to consult 
the Veterans Administration. But the surgeon 
never could understand why it was the left ear 
which seemed to the patient to need cosmetic repair. 
The determining factor was the way the patient 
himself felt about his disfigurement. 


The social worker’s role in these cases is 
to help the patient explore his own feelings 
about physical imperfections and to help him 
reach a decision that will be satisfying. 

Plastic surgery is also undertaken to pre- 
vent infection, to prevent the irritation 
caused by excessive scar tissue on all parts 
of the body, including those covered by 
clothing. 

We must think of plastic surgery in a 
military hospital as attempting to make the 
serviceman look and function as he did when 
he entered military service, rather than to 
improve the innate. 

Those requiring plastic surgery are cared 
for in special treatment centers in the United 
States, as are the amputees, the blind, the 
hard of hearing, and the neuropsychiatric 
casualties. These centers offer the advantage 
of specialized care by expert personnel and 
foster security in the patients. Here they 
are more at ease with others who have suf- 
fered similar injuries, and they can see 
undisputed improvement in others who are 
farther along in treatment. 

Red Cross case workers, many with psy- 
chiatric backgrounds, function at all these 
centers. At present there are eight army 
and four naval centers for plastic surgery 
in the United States. Since the function of 
Red Cross social workers differs somewhat 
in each center, Newton D. Baker General 
Hospital in Martinsburg, West Virginia, 
was chosen for this discussion.! 

And now, what are the problems of 


1 The writer wishes to express her appreciation 
to the commanding officer, Colonel E. L. Cook, 
M.C., whose hospital does have the soul he has 
tried to give it; to Major W. H. Steffensen, M.C., 
Chief Plastic Surgeon, who is beloved by patients 
and staff alike; to Captain J. J. Michaels, M.C., 
Chief Psychiatrist, for his appreciation of the @on- 
tributions of the social worker; to Captain Samuel 
Lehrman, to whom the social worker takes the 
problems of plastic surgery patients which require 
consultation with a psychiatrist; and to Lieutenant 
R. C. Henry, Public Relations Officer, for his time 
and efforts; and also to the Red Cross field director 
and the 18 members of her social work staff whose 
records and discussions provided much of the mate- 
rial for this article. 
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patients in plastic surgery centers? How 
has the social worker in the military hos- 
pital helped them? How can the community 
social worker be of assistance to them and 
to their families? 

The social worker at these centers quickly 
learns that the patient’s reaction to his dis- 
figuring injury is not always related to the 
extent of the disfigurement but is colored 
by the reaction of others, by how much 
plastic surgery will be able to accomplish, 
by the manner in which the injury was sus- 
tained, and by the individual’s personal in- 
terpretation of what any injury means. In 
securing a social history, these points are 
always considered. 

The attitude of relatives plays an impor- 
tant role and because of this, at Newton D. 
Baker General Hospital, relatives of plastic 
surgery patients are referred to the Red 
Cross case worker before they may see the 
patient at the hospital for the first time. 
She prepares them for the way the patient 
will appear. But in spite of descriptive 
letters she and the patient may have sent, 
in spite of the detailed verbal description 
she gives them in her office, she knows that 
the appearance of the patient has real and 
full meaning only when he is seen. The 
social worker cautions the relatives that their 
attitude toward his disfigurement will have 
an important bearing on his attitude through- 
out the months in which he should feel free 
to associate with other persons at the 
hospital. 

The social worker remains with the rela- 
tives during the first moments of their meet- 
ing with the patient, thus giving them an 
opportunity to follow her example in accept- 
ing the patient as someone who is not repul- 
sive but who is a popular individual, glad 
to see his folks after a long separation, 
pleased that they made the trip to see him, 
proud of the gift he has completed for them, 
anxious for news about home, and now a 
patient in a military hospital because he is 
disfigured externally. She has already made 
them aware that he is interested in the 
miraculous treatment he is receiving to cor- 
rect his disfigurement or disfunction or 
both. 

The social worker leaves, hoping each time 
that these relatives will be like the majority 
of others who will give their love and sup- 
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portive acceptance, who will not deny that 
the patient needs plastic surgery to correct 
obvious disfigurement. She hopes, too, that 
they will go on to the more important fact 
that he is alive and wanted and that the most 
skilled hands in the country will do every- 
thing humanly possible for him, and that 
no matter what his face or his hands look 
like he is all he ever was to them. 

The social worker has seen dire results 
when relatives have not accepted the patient. 
Following such a bad experience men be- 
come depressed, refuse to participate in the 
life of the hospital, and hide themselves away 
from the view of staff and fellow patients. 

The social worker in the community to 
whom the relatives may turn before they 
visit, or before the patient comes home on 
furlough, can likewise help the relatives to 
understand these things, can prepare them 
for the fact that he will want to talk about 
what the surgeon has done to correct his 
scars and what still remains to be done. He 
will know the details of every operative step, 
for the surgeon has explained these to him 
with painstaking care, thus minimizing the 
anxiety connected with surgery. The patient 
will be surprised if relatives do not want 
to hear the details, because they seem so 
wonderful to him. He is intrigued, amazed 
that cartilage can be cut from his rib to 
repair his face, that skin for his heel can 
be transplanted from his opposite leg. And 
why not, when it is all of such vital concern 
to him? 

He is usually surprised that the army has 
taken so much interest in his appearance 
and will expect relatives to be equally im- 
pressed, as most are, when they pause to 
consider how many thousands of dollars such 
care, if available in the community, would 
cost. A year’s hospitalization, nursing care, 
physical and occupational therapy, perhaps 
a score of operations with two surgeons 
and two nurses in attendance at each—all 
this is furnished him while he continues 
to receive his regular army pay. The recon- 
ditioning officer takes pains to plan the 
patient’s day so that time is spent construc- 
tively, allowing for special interests, for 
medical treatment. Since the average stay 
is about a year, many patients leaving the 
hospital have learned a foreign language or 
a new skill. 
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The Red Cross hospital workers at the 
special treatment center have been concerned 
with the patient’s individual personal prob- 
lems, with his recreational needs. They have 
supplied radio, literature, games, and movies 
for his ward. When up and about, as most 
patients on this service are, he will partici- 
pate in the programs at the recreation build- 
ing, where the Red Cross offices are located. 
He will have music of his choice, whether 
opera or boogie-woogie, through recordings 
or a variety of musical instruments available 
for his use. He will be able to participate 
in dramatic productions, and can help to 
write skits, act in them, or plan costumes 
and scenery. At Newton D. Baker General 
Hospital, a group of girls, specially in- 
structed by Red Cross workers, comes regu- 
larly from the surrounding community for 
dances and game nights. The girls have 
been trained to know that they must not 
avoid any patient because he has lost a nose 
or has a deep groove in his cheek. After 
their first few visits, the girls report that 
the individual patient’s disfigurement seems 
to melt away as his personality becomes his 
primary characteristic. The men are quick 
to note this and derive great benefit from 
the complete acceptance they sense so easily. 

The reality question: How successful will 
plastic surgery be? is faced squarely with 
each patient. The surgeon is frank with 
patient and relative alike, giving freely of 
his time, crowded by hours in the operating 
room and on daily ward rounds, to explain 
the basis of his conclusions. The social 
worker supplements the explanation he has 
already made, discussing it with the patient 
until every minor point has been clarified. 

The success of treatment depends largely 
on where uninjured tissue is located, on how 
much uninjured tissue remains, for it must 
be remembered that skin cannot be grafted 
from one person to another. If a small area 
has been damaged, skin from the adjoin- 
ing area can be freed, rotated, stretched and 
joined to cover the disfigurement. If a large 
area is affected, skin with the same texture, 
pigmentation, and capillary bed is sought. 
Facial tissue has characteristics all its own 
and if no skin is available from the neck 
or the region behind the ear, because that 
too has been destroyed, then skin from the 
abdomen or the arm will be grafted to sub- 


stitute for facial tissue. This, though it is 
the next best, may not match exactly. It 
may discolor, and look pale and glassy 
beside the true facial skin, or it may become 
a tobacco-juice brown, glazed like an old 
earthenware crock. It may, of course, look 
like normal skin and it will, in at least one- 
third of the cases where a free graft has been 
done. Knowledge of this is important for 
the social worker who will see these men as 
veterans and also for the social worker who 
must help these men to accept reality while 
they are undergoing plastic surgery. Before 
the surgeon has finished his work, missing 
features will be rebuilt and replaced, scarred 
depressions will be removed, and the surface 
will be covered. No patient will be dis- 
charged from the hospital until everything 
possible has been done to assure that his 
appearance is neither an occupational nor a 
social handicap. Thin scars where the tissue 
has been joined will remain and there may 
be some discoloration, but the patients them- 
selves, upon discharge, are the first to marvel 
at the wonder of their reconstruction. 

The social worker who concerns herself 
with helping the patient to accept the limita- 
tions of plastic surgery and who likewise 
helps him to pin his hopes on reality knows 
that the manner in which the injury was 
incurred and what disfigurement means have 
a direct relationship to his emotional 
reactions to his scars. 


One air corps officer needed little help from the 
social worker. He had been a secure and stable 
individual. He was injured while rescuing a friend 
who was caught in a burning plane while taking off 
from an airfield in India. The officer knew that 
the bombs in the blazing plane were still unex- 
ploded. Heedless of his own life, he succeeded in 
extricating his friend and pulled him a distance of 
about twenty feet when the bombs exploded, injur- 
ing his hip, damaging his left eye, scarring his face. 

On arrival at Newton D. Baker General Hos- 
pital, his spirits were good, although his injured 
eye was now about one-half inch lower on his face 
than the other eye. Cartilage was taken from his 
rib and used to raise the eye to its normal position. 
A month later, flaps of skin were cut from the 
adjoining region of his face,,stretched and joined 
to cover the scar. Though vision in one eye will 
always remain impaired, he will look almost as he 
did before. His morale continued to be good as 
each new operative step was undertaken. His 
disfigurement was to him the symbol of bravery, 
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of the heroic rescue of another’s life. His wife, 
too, was justly proud of what he did. 


But there are other patients whose in- 
juries are to them symbolic of being foolish, 
careless, or stupid. These men, the social 
worker has learned, need more help. 


The man who lit a cigarette while removing 
paint from a house; the man who jumped into a 
vat of cleaning fluid rather than remove the soot 
from his clothes the harder and more usual way, 
and found himself enveloped in flames; the man 
who celebrated too well his long awaited furlough 
home after sixty-six missions and awoke to find 
his hut on fire—all these have feelings of guilt. 
One man put it this way in talking to the social 
worker, “I feel I am walking around with a sign 
that reads, ‘Scarface! He got that way because 
he’s a dope.’” 


Family and friends can help by admitting, 
as the social worker does, that the act that 
caused the injury was foolish, but by adding 
that if all of us were punished for past care- 
lessness we would all display deep scars. 

Mention should be made also of the terror 
connected with burns, for in our culture 
there is apparently no worse punishment for 
the wicked dead than to suffer, in the here- 
after, the agony of fire. Men who have been 
severely burned retain the memory of the 
horrible odor of decaying flesh. They have 
experienced great pain and are further 
troubled with recurring dreams and the 
after-image of flames. The wonder is that 
their spirits are typically good and because 
of this the social worker knows that the 
man who is depressed or withdrawn usually 
requires her help. Factors other than the 
injury itself usually appear as the cause. 

It is also typical of patients at plastic sur- 
gery centers to participate in social activities, 
though on arrival they may tend to prefer 
solitude. If the reaction of avoidance does 
not disappear rapidly, the social worker 
looks for causative factors. It is typical, too, 
that those who at first prefer to avoid a 
visit home when physically able to travel, or 
who will not consent to a visit from their 
relatives during their first few weeks at the 
hospital, change their minds. 


One patient who refused to see or be seen by 
his relatives, was the son of a family that had 
always been social and philanthropic leaders in 
their southern community. They were a handsome 
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family, frequently in the public eye, and:he had 
been trained from childhood to appear only when 
well groomed. At the hospital he was pleasant 
and courteous, did not avoid the patients or the 
staff, but he refused to take advantage of a furlough 
or permit his relatives to visit the hospital. His 
appearance was not bad, only his lower lip having 
been affected, and the surgeon could assure him 
of success in rebuilding his lip. There was appar- 
ently no attempt to punish his family since his 
frequent letters to them were humorous and he 
expressed the wish to see them, though he could 
not bring himself to it. His family accepted his 
feelings with understanding, wrote him regularly, 
and corresponded with the social worker. Her 
role was to furnish information to the rela- 
tives, to assure them, and to attempt to help the 
patient understand the basis of his attitude toward 
imperfection. 


When disfigurement leaves its mark, the 
man who feels his face was his fortune suf- 
fers more than the man who thought of him- 
self primarily as a good conversationalist or 
a good pianist. The social worker can help 
these men realize that they were not loved 
because of their face alone and that there 
are other qualities that must have endeared 
them to‘others. These men often carry pic- 
tures of themselves, taken before their in- 
juries, which they offer the visitor and the 
social worker, much as other servicemen 
offer pictures of their family and friends. 
With these men, relatives, sweethearts, and 
the girls who come to the hospital from the 
community play an important therapeutic 
role by their willing acceptance. Social 
worker, psychiatrist, and surgeon combine 
to help them accept the fact that few of us 
go through life without some blemish to face 
or spirit, fully realizing that a blemish to 
the face may be both. 

Men who were accustomed to seeing dis- 
figurement in others seem to be somewhat 
less disturbed by their own scars. This has 
been reported by several workers from over- 
seas hospitals. 


A Red Cross worker who served on the exchange 
ship Gripsholm reported that one man whose face 
was badly scarred and who had been a lumberman, 
accustomed to witnessing the results of accidents 
to companions, was not self-conscious about his 
appearance. Another man on the same ship, how- 
ever, with scars no worse, felt he would have to 
move to a new community and seek an occupa- 
tion that would not bring him into contact with 
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other persons. From the social worker, this second 
man needed complete acceptance. When she re- 
fused his invitation to a drink at the ship’s bar, 
he interpreted this to mean that no woman would 
want anything from him because of his appearance. 
The worker sat with him while he drank, feeling 
that this relieved much of his anxiety. Her inter- 
pretation of what plastic surgery would probably 
be able to do for him on his return to this country 
amazed him and served to assure him further. 


Social workers in military hospitals over- 
seas report that it is unusual for men with 
disfiguring scars to be depressed. Sur- 
rounded by others whose physical condition 
is usually much worse, they count themselves 
lucky. Given complete acceptance by other 
patients and by the social workers, they 
usually participate freely in social activities. 
Some few, very few, keep faces to the wall, 
keep sheets pulled up over their heads. The 
social worker creates opportunities to see 
their disfigurement and then, by showing 
neither horror nor avoidance in her reaction, 
she is usually able to effect a change in their 
attitudes. The social worker discusses at 
length with these men what the medical 
officer states will probably be accomplished 
for them through plastic surgery. 

Red Cross social workers overseas also 
report that men who have suffered more 
than one type of injury are uniformly less 
disturbed about their disfigurement. The 
man whose sight or hearing has been im- 
paired, who has lost a limb or suffered an 
internal injury is, as we might expect, more 
concerned with these injuries than with any 
accompanying disfigurement. 

We have discussed the social worker's 
concern with the patients’ feelings about the 
manner in which his injury was sustained, 
the value he places on appearance, and the 
attitude that those with whom he associates 
display toward him and his disfigurement. 
The social worker is also concerned with 
the patient’s personal problems which may 
have been with him over a period of time 
and which the injury may have intensified. 
Dormant feelings of physical inadequacy, of 
structural difference, feelings of guilt, may 
all be brought to consciousness by the new 
injury. In addition to this, the man who 
sees the social worker on his ward daily, and 
learns to know her through the variety of 
little requests she can fulfil, is freer to take 


his problems to her. She, too, has learned 
to know each patient through his waking 
day, and has observed his social relation- 
ships, often before he brings a problem to 
her. She knows, too, that he will probably 
remain in the hospital for about a year, dur- 
ing which time case work may help him. 
And so case work, though in a military 
setting, need not be short-contact ; the initial 
contact need not be planned for and worried 
over, or even consciously sought by the 
patient, but may come about as a natural 
course of events in the hospital life of the 
patient. 


One patient requested the worker’s photograph 
for his picture album labeled, “ People Who Have 
Been Nice to Me.” The book contained the 
mounted photographs of girls whom the patient 
had known casually overseas, of nurses, of the 
Red Cross overseas worker. All were women. 
The patient was the only child of an entertainer 
who had deserted him, divorced her husband, and 
remarried. He had been brought up by a grand- 
mother who had many other interests. He was 
a deprived child. This patient needed help to stop 
seeking his mother’s love, needed more confidence 
in himself and in his individual worth. Only long- 
time case work can hope to accomplish this for 
him, and the accident of his lengthy hospitalization 
has provided this opportunity. 


In conclusion, we may examine some of 
the negative and positive factors in disfigur- 
ing injuries. On the negative side we find 
that there may be guilt, a feeling that the 
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injury is linked with punishment. The indi- 
vidual may feel he is irreparably changed— 
that he will be the object of staring or revul- 
sion of persons outside the hospital ; he may 
feel rejected by relatives or loved ones. 
Complete repair may not be possible for 
patients with severe loss ; there may be pain, 
difficulties in feeding, physical discomfort. 
On the positive side, we find many more 
factors. The patient’s disabilities are obvious, 
and he is not troubled, as are some of the 
neuropsychiatric casualties, with how he will 
explain his hospitalization to others. Some 
patients regard their scars as a symbol of 
masculinity. They have comparatively little 


anxiety concerning each surgical step that 
has been explained to them. They feel that 
everything leads to improvement and are 
grateful for the individualized costly treat- 
ment they receive. Practically all will look 
and function again almost as they did before. 
They are pleased that most relatives and 
loved ones do react positively toward them. 
They have a wonderful group feeling and 
comradeship on their wards. Lastly, they 
have an opportunity to make the civilian 
adjustment gradually, during extended fur- 
loughs, and to take what problems they have 
to the case worker, who is ready to offer 
professional help. 


Co-operative Relationships Between Children’s and 
Family Agencies 


Auice L. VoiLanp 


Max” FACTORS complicate the estab- 
lishment of satisfactory working rela- 
tionships between children’s and family 
agencies, in both the public and the private 
field of social case work. To arrive at some 
sound definition of scope and division .of 
responsibility is not a simple process. Many 
private and semi-private agencies grew up 
quite unrelated to already existing organiza- 
tions. Frequently they did not fit into the 
overall social welfare program in the com- 
munity in a well organized way. Once 
established, however, these agencies found 
it difficult to modify their respective pro- 
grams so that their area of function and 
relationship with other agencies could be 
clearly defined. It is recognized that these 
broader aspects of agency organization and 
co-operative relationship must be considered 
before any real solution can be found. How- 
ever, a detailed discussion of this phase of 
the problem will not be attempted in this 
paper. The material herein presented will 
be confined to the case work implications and 
some of the ways in which they relate to the 
broader problem in that group of cases 
handled co-operatively between family and 
children’s agencies in the private field of 
social work. 

Productive working relationships between 
any two groups or agencies in the case work 
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field can be realized only if each case situa- 
tion is considered on a differential diagnosis 
and treatment basis. This implies that 
workers in all fields of social work possess 
a common body of knowledge and method, 
applicable in any case work setting. In 
short, the recognition of the common prin- 
ciples of case work is fundamental to suc- 
cessful working together. It is upon this 
principle that the subsequent discussion rests. 


Approach to Co-operative Relations 


And so it follows that unless family and 
children’s agencies approach the problem of 
co-operative relationships via the same road, 
that is, generic case work, little can be 
accomplished by way of real co-operative 
effort. In THe Famity, November, 1942, 
Dorothy Hutchinson points out that had 
generic case work been discovered first and 
family and children’s agencies second, the 
defining of our respective functions would 
have been less complicated.1 Today, how- 
ever, the picture is shaping up somewhat 
differently. The war has sharpened many 
problems of child care. We have seen an 
increase in the number of unmarried 
mothers. Children of working parents have 


1“ Relationships Between Family and Children’s 
Agencies,” p. 254. 





necessitated the expansion of facilities for 
nursery and foster day-care services. The 
induction of the father into the armed serv- 
ices has produced anxiety reactions in many 
mothers left with the total responsibility for 
the home and children. Placement in a 
foster home has frequently seemed a solution 
to a mother overwhelmed by this burden. 
Movement of fathers from job to job and 
from one part of the country to another has 
created similar crises in the lives of children. 

With these changing community needs in 
relation to child care, children’s and family 
agencies have been brought face to face with 
the strengths or weaknesses in their respec- 
tive programs. The ways in which they 
have been able to work together or sepa- 
rately, have had to be evaluated. In some 
communities, the merging of family and chil- 
dren’s agencies into one service has consti- 
tuted the effort to solve the problem of 
co-operative relationship. In those commu- 
nities where family and children’s agencies 
still exist as separate and distinct units, there 
is evidence of their trying to work together 
on a common ground of interest—the wel- 
fare of the client. The old question of what 
is rightfully a children’s agency case and 
what is entirely a family agency case, is 
becoming less controversial. Instead, the 
parent and child are being considered as 
total personalities and in their relationship 
to one another. In some cities, a screening 
committee composed of family and children’s 
agency workers has been established for the 
purpose of reviewing all cases referred for 
placement. The more extensive use of the 
inter-agency conference to evaluate in ad- 
vance the needs of both parent and child is 
further testimony to the fact that children’s 
and family agencies recognize that they can- 
not operate as separate entities. 

What then does this trend mean in terms 
of the future for the family and children’s 
field? What are some of the questions that 
puzzle staff members in working out a 
co-operative relationship? Is there a funda- 
mental difference in emphasis and approach 
to a given situation? Does one agency see 
the problem in terms of the child’s interest 
to the exclusion of the parents’ needs, and 
vice versa? To what extent does the average 
family worker understand the nature of the 
relationship of the foster mother to the 
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agency, the parent, and the child? How 
aware is she of the significance to the parent 
of the boarding fee, regulations in reference 
to visiting, and the health program? On the 
other hand, how fully does the children’s 
agency worker understand and appreciate 
the feelings of the parent in relation to 
separating from his child? Is she aware of 
family relationships and ties that will affect 
the child’s adjustment in the foster home? 
Perhaps the answers to these questions may 
be found by examining what current needs 
and practice reveal as desirable. 


Placement Problems 


Today, as never before, parents are re- 
questing some kind of care for their children 
outside the home. All the applicants seek- 
ing such care do not always find their way 
directly to the children’s agency. Many 
come to the family agency. What happens 
to the applicant and his request when he 
puts in an appearance at either agency? 
Where does the responsibility of each worker 
begin and end? There is perhaps little ques- 
tion as to the children’s agency’s willingness 
to take responsibility for that group of cases 
clearly requiring long-time placement. These 
would include situations already adjudicated 
through the court because of dependency, 
neglect, or adoption. It is the large group 
of cases falling somewhere in between that 
causes concern. These will be discussed 
more fully in this paper. These cases usually 
involve placement of a more temporary 
nature, necessitated by the mother’s work- 
ing, strained parent-child relationships, or 
other behavior difficulties of parent or child. 
In such cases, the use the parent will make 
of the foster home is not always clear. These 
are the situations which are buffeted about 
and which confuse family and children’s 
workers. 

It has been general practice between 
agencies upon whose experience this paper 
is based, and in other communities as well, 
for the family agency to determine desir- 
ability of placement of its applicants before 
referral to the children’s agency. The chil- 
dren’s agency applicant might also be re- 
ferred to the family agency for further 
exploration of the problem if some question 
as to desirability of placement exists. Per- 
haps this practice is an outgrowth of our 
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earlier tendencies toward categorizing cases 
into family problems and those that are 
purely children’s cases. Added to that is 
the widespread belief that the children’s field 
is highly specialized; therefore it is not 
within its function to deal with conflicting 
attitudes of parents as such, in the intake 
process or in the relationship established 
later on. On the other hand, family workers 
were brought up to feel that they must keep 
hands off child placement. However, the 
questions remain, does this plan of procedure 
actually work to serve the client, or does it 
confuse him and make for duplication of 
effort? 

A case in point will illustrate how a client 
felt confused and rejected because the family 
worker failed to recognize some of the 
anxieties operating in the early interviews 
and subsequently delayed referral to the 
children’s agency: 


Mrs. A, aged 23, came to the family agency to 
inquire about placement for Peter, 2%4, and John, 
14 months, and for adoption plans for her unborn 
child expected in five months. Mr. A was in 
custody of the military authorities awaiting court- 
martial. His sentence would doubtless be severe 
in view of his record of previous army desertions. 
Mrs. A was accompanied by Peter, with whom she 
had little patience and who seemed beyond control. 
She was under great emotional pressure to have 
something done with her children at once. Her 
immediate reason for wanting placement was so 
that she might go to work and support the chil- 
dren. Her mother had previously cared for them 
but could no longer do so because of her own 
employment. Mrs. A had money saved with which 
she intended to pay for boarding care. 

As the interview progressed, it became apparent 
that Mrs. A had for some time been burdened with 
the care of the children. She had always preferred 
to work. Three years of marriage had meant 
nothing but babies. Mr. A had deserted her when 
Peter was five months old and returned only long 
enough to get her pregnant again. Her mother’s 
refusal to care for the children any longer plus 
the arrest of Mr. A were doubtless the immediate 
pressures that drove her to make some plan for 
the children’s care away from her. Reinforcing 
these were her own underlying feelings of rejection 
of the children, over which she had little conflict. 
She frankly admitted the children got on her 
nerves, she sometimes felt like murdering them, 
and she would never have any peace until they 
were out of her sight. 
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- peutic value. 


There were three interviews with Mrs. A 
extending over a period of six weeks, during 
which time the family worker gained a pic- 
ture of the attitudes of the mother toward 
the children, her husband, and the coming 
baby. At the end of this time a conference 
was held with the children’s agency to make 
plans for referral. Doubtless the family 
worker felt that a clear picture of the family 
background was necessary for a sound re- 
ferral to a children’s agency. This could 
not be questioned. However, background 
material is of little use if the client’s imme- 
diate feelings are disregarded. Actually the 
significance of this mother’s initial anxiety 
and pressure went unrecognized by the 
worker and she proceeded along the usual 
lines of making a “ study ” of the situation. 
The need for more frequent contacts during 
this period and a direct acknowledging with 
the mother of her feelings of pressure were 
clearly indicated in this case. Although 
placement could not have been effected on 
the spot, arrangements for an earlier inter- 
view with the children’s agency should have 
been made. This would have had real thera- 
It would have lessened the 
mother’s anxiety by making her feel that 
something was being done toward the real- 
ization of her plan and that the worker had 
the situation well in hand. 

Before discussing the handling further, a 
review of what happened to Mrs. A is in 
order. 


Driven by impulse and frustrated by the delays 
of the family agency, Mrs. A went to a lawyer 
of questionable character. He made private plans 
for her unborn child to be adopted by a well-to-do 
family. This family, desperately wanting a baby, 
took Mrs. A under its wing. Medical and hospital 
pians for the delivery were made, clothing was 
provided, and in general the mother’s anxiety was 
relieved—a job which the case worker should have 
done. Privately arranged foster care for the other 
two children would have been completed except 
that the prospective foster family backed out at 
the last minute. 


What do we as case workers have to learn 
from this experience? We could say that 
such a mother might have made her:own 
plans anyway. Nonetheless, our own han- 
dling cannot thus be rationalized. It points 
up that family workers, as well as children’s 
workers, need to be sensitive to what the 
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feelings of parents are and to act upon these 
rather than to follow a set pattern of prac- 
tice. Allowing such a case to drift meant 
the probable withdrawal of the parent, plus 
the formulation of highly questionable plans 
for the children’s care. When parents are 
unable, because of their own emotional needs 
and anxieties, to recognize the dangers to 
which they may be exposing their children, 
it is the responsibility of the family and 
children’s agencies to adjust their approach 
so that some protection will thus be afforded. 
One cannot deny the need for inter-agency 
policies and practices but there should be 
flexibility in the interpretation of these poli- 
cies so that our approach to the client will 
help rather than frustrate him. Had the 
mother in this case been able to discuss the 
matter of placement with the children’s 
agency much earlier, it might be that she 
could have been carried through the waiting 
period without too great emotional stress. 
This means that the family worker must 
be alert to such needs and the children’s 
agency must be willing to share in the treat- 
ment at a point that seems most advan- 
tageous to the client. 

What then of the family worker’s position 
in determining a parent’s wish and readiness 
for placement in light of the above? To begin 
with, the applicant coming to the family 
agency is requesting a service the family 
worker is not in a position to give or with- 
hold in terms of agency function. She can 
measure to a certain extent the degree to 
which the parent’s wish for placement is 
the result of an impulsive reaction or one 
that seems reasonable in view of the circum- 
stances. In general terms the family worker 
can judge the direction of the feeling cur- 
rents. However, she is not in a position to 
set forth the specific policies and practices 
of. another agency. Frequently the parents’ 
attitudes toward these policies may be the 
deciding factors in their acceptance or rejec- 
tion of the plan. Therefore, the ultimate 
decision of desirability for placement must 
rest between the parent and the children’s 
agency workers. 

Thus it would seem that, as long as chil- 
dren’s and family agencies exist as separate 
units, skilful handling of cases of mutual 
interest will be directly proportionate to each 
worker’s ability to diagnose clearly each situ- 
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ation. This is a two-way road. Whether 
the client comes first to the family or the 
children’s agency, it is the worker’s respon- 
sibility to bring into use her best diagnostic 
skills, particularly during the intake process. 
It is only when the worker has a clear 
conception of some of the motivations behind 
the client’s request for service that she can 
help him or direct him elsewhere. This may 
be done in one interview or it may take a 
series of contacts. The success or failure of 
the case referred to another agency will in 
a large measure depend upon the worker’s 
real understanding of what the client actually 
wants. This holds whether the case is car- 
ried co-operatively or referred outright, 
whether it is referred to the children’s agency 
or to the family agency. After the worker 
has determined to the best of her ability 
what service the client really wants, an 
inter-agency conference is indicated. The 
earlier this is done the better. The purpose 
of such a conference would be to set forth 
in specific terms that course of action which 
seems best to meet the needs of the par- 
ticular situation. This means a real defini- 
tion of what is meant by “case work” 
responsibility. For example, if the family 
worker is to continue her contact with a 
parent, she must know why she is doing it 
and for what purpose. The decisions must 
be based on a clear evaluation of the mate- 
rial at hand and not on what has been 
“general practice.” Many times family 
workers find it difficult to give up their 
relationship with a parent whom they have 
helped through some period of distress. At 
the same time, children’s workers are equally 
satisfied to have only the children with whom 
they are to work. If we allow ourselves to 
be caught in these two streams without 
regard for consequences, the result will be 
confusion, not only for the worker but also 
for the client. 

Another aspect of co-operative relation- 
ship between children’s and family agencies 
in some communities is one in which the 
children’s agency “loans” a foster home 
to the family agency. Under this arrange- 
ment, the family agency assumes financial 
responsibility for the boarding care, main- 
tains case work relationship with the parent, 
and agrees to terminate the plan in from 
three to six months. The children’s agency 
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supervises the foster mother and the child’s 
health needs. Recent use of the “ loaned” 
home presents many interesting aspects in 
so far as it reflects a trend toward an agency 
that is undifferentiated in relation to the 
kinds of services offered. In other words it 
shows a combining of children’s and family 
services. The increase in the numbers of 
individual children, both pre-adolescent and 
adolescent, receiving some kind of case work 
service in the family agency is most marked. 
This is evident not only in relation to the 
treatment of the child by foster home place- 
ment but in direct treatment of the child in 
his own home. The following case will illus- 
trate the Family Service Bureau of Chicago’s 
use of the “ loaned home ” for an adolescent 
with whom case work treatment and the 
actual placement were handled by the family 
worker. It is recognized that this is an 
example of a kind of working together which 
is not the usual practice between children’s 
and family agencies. However, it illustrates 
the place the family agency may assume in 
relation to the placement and treatment of 
the older adolescent. 


Martha, aged 17, was brought to the detention 
home because she was thought to be a runaway. 
Court investigation revealed that she had been 
placed in an orphanage in a southern state by her 
father when the mother died. Shortly after, the 
father disappeared. Four years later, when Martha 
was 16, her sister Mary removed her from the 
orphanage and introduced her to a life of prostitu- 
tion. The juvenile court in the state from which 
Martha came no longer had jurisdiction over her 
because of her age. Therefore, some plan had 
to be made for her care in the town where she 
had been picked up. The court psychiatrist’s 
recommendation was that she be given an oppor- 
tunity to readjust herself in the community. Martha 
herself had expressed the wish for placement in a 
foster home “ where people could teach her to do 
right.” 


The juvenile court was faced with some- 
thing of a problem in attempting to carry 
forward these recommendations. In six 
months’ time, Martha would reach the age 
of 18 years. She would then be beyond 
the jurisdictional age of the court and thus 
ineligible for support from county board 
funds. To refer her to a private children’s 
agency seemed impractical for several rea- 
sons. In the first place, the matter of 
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financing a foster home would present dif- 
ficulties, since these agencies depend to a 
great extent upon subsidies from county 
funds for boarding care costs. In this par- 
ticular instance, the money would be forth- 
coming for a six-month period only. 
Although the court may, if it chooses, ask 
a children’s agency to place such a child as 
a privately financed case, this is rarely done. 
Instead, it has been the practice of the 
juvenile court of Cook County to refer cases 
of dependent and neglected children near- 
ing their majority to the family agency rather 
than to a children’s agency and so it was 
in this case that the Family Service Bureau 
was asked to accept financial and case work 
responsibility for Martha. 


After a series of interviews with Martha, who 
was then in the detention home, the family agency 
worker requested a foster home from the children’s 
agency on the loan plan. The home selected was 
one that the children’s agency had studied but not 
used. In joint conference, it was decided that the 
family worker would discuss frankly with the 
foster mother all that would be entailed in helping 
Martha adjust. Although the children’s worker 
talked with the foster mother originally, the main 
responsibility for preparing her for the placement 
was left to the family worker. Financial responsi- 
bility was assumed entirely by the family agency. 


In carrying forward this plan, the family 
worker not only had frequent contacts with 
the foster mother but conducted treatment 
interviews with Martha. 

Here is an example of a family worker 
actually doing a child-placing job. The suc- 
cess of the case lies, first, in the thoughtful 
approach to the situation on the part of 
both family and children’s workers at the 
outset. The family worker’s understanding 
of the child assisted the children’s agency in 
the selection of a foster mother best suited to 
the girl’s personality. Second, flexibility in 
the inter-agency policy, permitting the family 
worker to make her contact with the foster 
mother, further facilitated the smooth 
running of the case. Time will not permit 
a more detailed description of the treatment 
of the girl herself. However, the record indi- 
cated that the worker was sensitive to fac- 
tors that would be of concern to any child 
dependent upon a social agency for care and 
guidance rather than a parent or relative. 
Along with handling of the current situa- 
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tion in the foster home, the worker began to 
help Martha understand and straighten out 
her conflicting attitudes regarding her 
father’s desertion, her sexual exploitation 
by her sister, and so on. 

A somewhat different aspect of agency 
co-operation is presented in the case of 
Dorothy, also from the Family Service 
Bureau in Chicago. In this situation the 
worker was dealing with the parents’ feel- 
ings and attitudes as well as with Dorothy's 
own disturbed behavior. The following is a 
description of the way in which the “ loaned 
home ” was used for diagnostic purposes as 
well as part of a treatment plan: 


A mother came to the family agency for help 
with the problem of her daughter, Dorothy, aged 
12, who had had difficulty with her father for four 
years. The father regarded Dorothy as an adult 
because of her unusual size, frequently struck her, 
and expressed the fear that he might kill her if 
she continued in the home. He openly favored 
the two boys. 

The family worker began seeing Dorothy as well 
as the mother. Dorothy confided that she was 
deeply hurt over her father’s attitude, brooded 
over the home situation, and cried easily. She 
felt unwanted and asked the worker to place her 
in a foster home. 

Quite unexpectedly the father put Dorothy out 
of the home. Although the mother was distressed, 
she did not have the emotional strength to go 
against the father’s wishes in persuading him to 
make plans for Dorothy’s care. Since Dorothy's 
immediate welfare was at stake, the family worker 
made plans for her care in a foster home loaned 
by the children’s agency. A temporary placement 
gave the worker a chance to evaluate the father’s 
attitudes more fully, to discuss his behavior with 
the consulting psychiatrist, and to observe Doro- 
thy’s adjustment in a foster home. At this point 
it was not certain what could be effected by way 
of modification of parental attitudes, or whether 
it was likely that Dorothy could later return home. 

The family worker took responsibility for dis- 
cussing the foster home placement with the father, 
who seemed more approachable when a definite 
plan was presented. This discussion included the 
payment of the boarding fee to the family worker, 
the signing of the release statement, and the reason 
for placement. The family worker continued with 
the parents, while Dorothy was transferred to the 
children’s agency worker. 


In this situation, the family agency was 
acting in a protective role and was willing 
to assume financial responsibility for foster 
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home care in the event the father did not 
pay. Direct referral to a children’s agency 
could not have been made, since they would 
not accept the case without juvenile court 
action. Because of the many uncertainties 
in reference to the significance of the father’s 
behavior and Dorothy’s ability to adjust 
away from home, the family worker felt that 
direct referral to the juvenile court was 
untimely. There was no way of predicting 
what attitude the court might take in the 
case. Therefore the psychiatrist’s recom- 
mendation was needed to add strength to 
whatever disposition seemed advisable when 
the case did come to court. 

The two agencies working on the same 
case presented no difficulties, since under 
this arrangement the family worker handled 
with the parents the practical aspects of the 
foster home as she discussed their relation- 
ship to the child. The payment of money 
for the care of a child toward whom there 
was extreme resentment, plus the fact that 
this child adjusted away from home, pro- 
duced disturbing emotional reactions in this 
father. As is so often the case, the parental 
attitude toward the agency and the foster 
home was closely intertwined with the feel- 
ing toward the child himself. Thus it was 
important that the same worker understand 
and handle the total situation with the par- 
ents. Had the family agency included as 
part of its service a child placing program, 
this kind of case would have been handled 
rather naturally in this setting. 


Summary 


One can say that the cases herein pre- 
sented give only a small part of the total 
picture of what is happening with and be- 
tween family and children’s agencies today. 
Even so, it may help us visualize more 
clearly what lies ahead. There is little doubt 
that children’s and family agencies are be- 
ginning to see eye to eye in many areas of 
case work practice. This is evidenced by 
the more intelligent use of the inter-agency 
conference to which each worker brings her 
best diagnostic thinking. In the family field 
we see workers acquainting themselves with 
the problems peculiar to child placing. In ° 
many instances these skills, added to a good 
generic case work background, are used in 
effecting foster home placement by the family 
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worker. In the children’s field, parents have 
assumed more importance as individuals and 
there is less fear of entering into a case 
work relationship with them. Do these fac- 
tors point to an eventual coming together 
of the two fields with agencies undifferen- 
tiated in so far as children’s and family serv- 
ices are concerned? Perhaps this is one 


answer that deserves our careful scrutiny 
and thought: Whether children’s and family 
agencies exist as separate units or are 
merged, an honest acceptance of our simi- 
larities and a frank recognition of the ways 
in which we can serve the client most effec- 
tively are prerequisites to real working 
together. 


The Beginning Process in Medical Social Case Work 


JEANETTE HERTZMAN AND RACHEL WYMAN 


| Sagem CONTRIBUTIONS by two 
writers in the field of family social case 
work have focused on the concept of the use 
of function of the agency as a dynamic part 
of the helping process.1 This concept has 
been very clearly illustrated in their analysis 
of the beginning case work process. In the 
field of medical social case work, although 
there has been increasing clarification of 
function, very little published material has 
appeared relating to the factors that are sig- 
nificant at the point in medical care when 
social case work service is offered. It would 
be valuable to analyze the concepts presented 
by Mr. Gomberg and Mr. Aptekar in rela- 
tion to the complexities and limitations of 
the medical agency. Is the nature of the 
intake process essentially different in this 
foreign setting where the primary function is 
not that of social case work? Are there 
similar factors present in this setting to 
which individuals bring problems defined 
principally in terms of physical disability and 
the need for medical care? 

Mr. Gomberg and Mr. Aptekar present 
the thesis that more help is given the client 
if service is defined in terms of the function 
of the agency itself. Function is understood 
to be an intrinsic part of the case work 
process through which the client is enabled 
to utilize the agency services constructively. 
The actual experience of coming to the 
agency for help is viewed as a dynamic 


1M. Robert Gomberg, Ph.D., “ Some Aspects of 
Diagnosis in Family Case Work,” in Studies in 
the Practice of Family Case Work, Jewish Family 
Welfare Society, Brooklyn, N. Y., 1942. Herbert 
H. Aptekar, Basic Concepts in Social Case Work, 
University of North Carolina Press, 1941. 
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factor in the client’s ability to mobilize his 
strengths. 

In the medical setting, the case worker 
frequently goes to the patient, who may not 
have requested her help directly, to explore 
with him whether or not he needs and wants 
service. This help may be offered at the 
recommendation of the physician; on the 
other hand, it may be part of the policy of 
the hospital to extend case work help to 
selected groups of patients because it is 
recognized that there are potential social 
problems involved in the experience of ill- 
ness and medical treatment. It is true, in a 
sense, that the patient coming for medical 
help is asking for all the services a medical 
agency offers, including social case work. 
However, because the patient does not re- 
quest this special service directly and may 
be quite unaware that there is a social com- 
ponent in his situation, the process of 
enabling him to recognize his need for help 
is particularly important. 

In those instances where the case worker 
goes to see the patient for the first time, 
without his having asked for her help, an 
exploratory process is. initiated. The pur- 
pose is to determine with the patient what 
his problems around his illness are, whether 
he wishes help from the worker with these 
problems, and whether he can use this help 
to change his situation. This exploratory 
process, as already indicated, is initiated 
because of the conviction that illness is a 
life experience that precipitates problems for 
many individuals. It is the medical social 
worker’s responsibility to recognize whether 
a particular patient is able to handle these 
problems alone, or needs the special help 
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she is equipped to offer. She recognizes, 
too, that often even though the patient has 
problems as a result of an illness, he may 
not be able to recognize these or use help 
because he is too threatened by the offer 
of this service at a particular point in his 
illness when he is unable to face the realities 
of his situation. 

Very often patients have a generalized 
fear of hospitals, operations, medical pro- 
cedures, and possible unfavorable end results 
of the illness such as incapacity or even 
death. These fears are often not expressed 
directly but are projected upon other aspects 
of the situation. For this reason it is impor- 
tant that the case worker’s approach to each 
patient be a very sensitive one in order to 
recognize his fear and anxiety even though 
he may be unable to express it directly. She 
must be aware of his need for help in 
expressing these fears, which are often dif- 
fuse and not focused upon a particular prob- 
lem. If she is dependent only upon a 
verbalized expression of need by the patient, 
her real helpfulness may not be made avail- 
able to him. 

In both medical and family agencies, the 
client or patient may in an application inter- 
view offer his own diagnosis of what is 
wrong and indicate the kind of help that 
will be acceptable. In the words of Mr. 
Gomberg, “ both patient and client have had 
to make the helping source a kind of exten- 
sion of themselves by attributing to it quali- 
ties of their own making.” ? Patients com- 
ing to see a doctor will often state their 
complaints, what they think is wrong, and 
then go on to offer suggestions for treatment. 
For example, one hears a patient complain- 
ing of “ stomach trouble ” and asking for an 
X-ray, or stating he has “heart trouble” 
because of pain in the region of his heart. 
Those who attempt to help him frequently 
question why the patient attends the clinic 
if he thinks he has the same skill and knowl- 
edge as the doctor. Similarly then, why does 
the client come to the agency? Mr. Gom- 
berg has analyzed some of the reasons in 
the following statement: 


Actually the patient or client is not coming 
because he knows the same things as the doctor 
or case worker. He is coming for something he 


2 Op. cit., p. 8. 


himself lacks, something he does not have, although 
frequently it is desperately hard to admit or to face 
this. Actually he is coming for the difference 
between them. Thus the help, the real help that 
may ultimately be the source for changing the 
untenable situation, will grow from the difference 
between the patient and the doctor—the client and 
agency.$ 

The medical social worker’s recognition 
of these factors enables her to perceive the 
nature of the patient’s difficulty in using the 
help offered by the doctor and to interpret 
to the doctor some of the reasons for the 
patient’s seeming need to prescribe for him- 
self. Such a patient is obviously anxious 
about what is wrong with him and what is 
going to happen to him. He seeks reassur- 
ance and safety by prescribing treatment for 
himself in terms familiar to him. Very often 
he cannot accept the procedures recom- 
mended by the doctor until he feels secure 
in the situation. The medical social worker 
can play an important part in increasing the 
patient’s feeling of safety and also in helping 
the doctor understand some of the reasons 
for the patient’s behavior. The doctor re- 
gards the patient’s presence in the clinic or 
hospital as an indication that he is requesting 
his professional opinion and help. The doc- 
tor’s capacity to accept the patient’s behavior 
as a manifestation of fear, rather than as a 
denial of the doctor’s ability to help, will 
inevitably be an important factor in his rela- 
tionship with his patient and will contribute 
to the security the patient may derive from 
this relationship. 

In order to give help that is really mean- 
ingful to the patient the medical social 
worker must be aware of the motivating 
factors that may be involved in an indi- 
vidual’s request for clinic or hospital care. 
In the first place, of course, medical treat- 
ment is undertaken in order to get relief 
from pain and anxiety, but it is important 
to recognize that medical care may also mean 
fulfilment of other needs. Some patients 
may be seeking relief from difficult social 
situations by placing themselves under the 
protection of a hospital. Others who are not 
receiving satisfaction in their personal lives 
find special values in medical care because it 
may supply an unmet need for love and 
affection. Still others seek medical care in 


3 [bid., p. 9. 
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order to meet eligibility requirements of 
social agencies, particularly with regard to 
employment or rehabilitation. If we under- 
stand some of the basic needs that operate 
in the patient’s desire for medical care, we 
are better able to help the patient use the 
appropriate services of the medical agency, 
which are focused primarily upon his medi- 
cal problem and the use of reliable scientific 
methods of treatment. The actual nature of 
the care the patient receives may be enriched 
through broadening the understanding of him 
as a person by those who are responsible for 
his care. 

Although the client may have decided 
what kind of help he wants, in many in- 
stances this must be clarified with him. Mr. 
Aptekar has interpreted the dynamics of the 
helping process in the following way: 

. . Although he [client] wants help he also 
resists it. There is a part of him which prefers 
to get along without help and struggles against it. 
However, if this part of him is not out of propor- 
tion to the part which wants help, he does present 
himself and makes a request of some sort. This is 
the beginning of the case work situation, considered 
psychologically.4 


We see this concept as having real sig- 
nificance in the medical social situation, as 
well as in the family field. With many 
patients their desire to get well is in con- 
flict with an unconscious wish to remain ill. 
Although we have assumed that the sick 
person usually wants to get well or receive 
relief from pain, very often he unconsciously 
needs to remain ill. However, if that part 
of him which wants to get well is greater 
than the part that does not, it is our feeling 
that such a patient meets one of the essential 
criteria for the effective use of case work 
help directed toward resolving enough of his 
ambivalence to enable him to use medical 
care realistically. 

Many patients are overwhelmed by the 
necessity for facing and accepting the total 
implication of medical care. These patients 
often respond readily to help directed toward 
partializing the total problem and becoming 
active in thinking about a part of it. For 
example, a patient who had to undergo an 
operation for removal of the uterus ex- 
pressed a great deal of fear about hypodermic 


4 Op. cit., p. 126. 
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injections and blood transfusions. She did 
not indicate any fears about the actual opera- 
tion. The worker’s impression was that this 
patient’s basic fear was related to castration 
but that she was unable to articulate such 
feelings. Therefore, the case worker’s help 
was focused upon her expressed fears about 
transfusion, which enabled her to move for- 
ward to fears about the operation itself. This 
service of helping patients to partialize their 
fears and to work through them may lead 
to an acceptance of the total medical plan. 

The following case illustrates the way in 
which the worker was able to gauge a 
patient’s ability to use medical care through 
her reactions to the demands placed upon 
her by the doctor’s recommendations. It 
also shows how the patient’s relationship 
with the medical social worker increased her 
capacity to assume responsibility for her 
treatment. 


The patient, a 21-year-old Negro girl, was re- 
ferred to the Social Service Department because 
of a diagnosis of syphilis. It is the policy of the 
department and the medical staff that all new luetic 
patients be interviewed by a case worker assigned 
to that clinic. This patient had been known previ- 
ously to the department because of her difficulty in 
accepting regular treatment for a chronic gonor- 
rheal infection. She had an illegitimate child to 
whom she was extremely devoted. She had given 
as the reason for her inability to keep clinic 
appointments her difficulty in leaving the child at 
home alone. 

When this patient was seen in the clinic, it was 
found that she had a chancre and a secondary rash. 
The gynecologist who had examined patient re- 
ferred her to the luetic clinic for immediate treat- 
ment. She was referred to the social worker at 
this point. 

At the beginning of the first interview, the 
patient brought out the fact that she understood 
she had syphilis and was quite upset by the diag- 
nosis. She knew about the illness because she had 
read books in school and she commented that she 
had always felt that should she acquire the illness 
she “would just rather not be around.” Further 
discussion revealed that patient thought of the 
illness as “bad” and was convinced that it was 
incurable. Worker recognized how upset patient 
was about her diagnosis and explained that, since 
the condition had been discovered in an early stage, 
chances for recovery were very good if treatment 
was initiated at once. Patient said with a great 
deal of feeling that she did not know whether she 
wanted to have treatment. She said she had been 








24 MEDICAL SOCIAL CASE WORK 


sick for so long that this seemed like the last straw. 
All that she had known since she was 11 years 
old was one illness after the other and she doubted 
that she would do anything about this one. 

Worker knew that it was hard to think of having 
to undergo treatment for a long period of time, 
particularly when one had been ill as frequently 
as patient had been. Worker wondered what made 
coming in for treatment of syphilis so different 
from treatment of her previous illnesses. While 
patient denied verbally that there was any difference 
in her feeling about syphilis, subsequent conversa- 
tion revealed that she had a great deal of fear 
about the consequences, in terms of her ability to 
carry on her life as she had been doing in the past. 
Without any reference to the previous conversa- 
tion, patient began to speak of how much it 
meant to her to have her child with her. She 
told worker of the struggle she had to keep him 
and said that she knew that the court was trying 
to take him away from her. Patient said that as 
long as she lived she would not let this happen. 

After further discussion, patient brought out that 
she did not feel she would be able to come to the 
clinic the day it met. At first she gave as her 
reason the fact that she did not know who would 
take care of her child. Worker wondered if this 
was really the only reason or whether it might 
not be that she was afraid that because of her 
present condition the court would take the child 
away. Patient admitted that this was what was 
troubling her. Worker pointed out that she could 
not help her in relation to her difficulties with the 
court. However, she assured patient that it was 
extremely unlikely the court would remove her 
child under these circumstances. At the same time 
she interpreted the service the clinic was equipped 
to give and hoped the patient could find it possible 
to come for treatment voluntarily. Otherwise, 
because of the public health aspects, the clinic 
would have to report her as an infectious case. 
She would then be taken to the municipal hospital 
under the authority of the police power. ‘The case 
worker tried to help her to become aware of the 
fact that although there was a “must” in this 
situation for her, there was also a “ may.” 

By the end of the first interview, patient had 
agreed to try to make some arrangements for the 
care of her child and told worker to expect her 
in clinic. When patient came to the luetic clinic 
again, the doctor recommended intensive treatment 
at the municipal hospital. Patient said she would 
have to make plans for her child. She was quite 
willing to consider entering a hospital although she 
had many fears about going to another and strange 
institution. The worker recognized that patient was 
hesitant and helped her to express her feelings 
about it. She also agreed to call for patient at 
her home and accompany her to the municipal hos- 


pital. She arranged to visit her at the hospital 
from time to time, which reassured patient con- 
siderably and helped her make the transfer to a 
new institution. 


In this case, the worker offered limited 
help around a specific problem. She recog- 
nized that the patient was an immature, 
dependent, and frightened individual. She 
accepted the patient’s behavior with under- 
standing of the meaning of this experience 
to her and with awareness of what the 
nature of her underlying emotional problem 
might be although there was no exploration 
of it. She focused her help around the 
patient’s feelings regarding her illness, the 
specific and long-time nature of treatment, 
and the authoritative element in it. An inter- 
pretation was given patient regarding the 
possibilities of treatment for syphilis—that 
the condition is not incurable (as patient 
feared it was), but that the helpfulness of 
treatment was dependent on regular and 
long-time care. She recognized that this 
patient might have problems from time to 
time regarding attending the clinic regularly 
and believed that a supportive relationship 
would be helpful to her during the treatment 
period. It seems sound to say that in this 
exploratory period the patient also obtained 
some relief from anxiety as she became active 
in doing something about her syphilis, a focal 
source of anxiety. 

The following case illustrates how a bed- 
ridden patient was blocked in her desire to 
participate actively in medical care because 
of factors influencing her relationship with 
the hospital. The case worker’s help was 
focused upon enabling her to express feeling 
that she was afraid to display in the presence 
of the doctor and the nurse upon whom she 
was dependent for care. The worker also 
evidenced her own capacity to accept hos- 
tility from the patient and the rejection of 
her services if the patient did not wish them. 


The patient, a 29-year-old single girl with chronic 
rheumatoid arthritis, was referred to Social Service 
by the doctor who had been treating her for over 
a year as a private case. She had been readmitted 
to the hospital as a ward patient and her symptoms 
were more acute than they had been during the 
former three hospitalizations. Actually the worker 
had first learned about this patient through the 
clinic registrar and thought that there would be 
many problems because of the complicated medical 
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picture. After talking with the head nurse who 
was quite interested in the patient, worker asked 
the doctor whether she might talk with the patient. 
The doctor suggested waiting a few weeks during 
which time worker followed the medical develop- 
ments. The doctor finally agreed that, since patient 
might be bedridden for a long time, the interest of 
the Social Service Department would be helpful, 
particularly with plans for convalescent care. 
Before interviewing the patient, worker had learned 
that the patient and her sister were estranged from 
the father and a stepmother. For seven years they 
both had maintained an apartment above their 
financial means. The sisters had always been very 
close to each other. The patient’s present acute 
exacerbation occurred around the time that her 
sister became interested in a man of some social 
status. They were married during the patient’s 
hospitalization. 

When the worker first interviewed the patient 
six weeks following her admission, the patient ques- 
tioned her directly as to the reasons for her interest. 
The worker replied that the doctor had thought 
she might be having some problems in relation to 
her illness. Patient thought that her problems 
were no different now than they had been before 
and asked why doctor had not suggested that 
worker visit her previously. As the interview 
progressed, patient brought out a great deal of 
feeling about not having visitors. At the same time 
she expressed some relief that no one had seen 
her in her present condition. Patient had thought 
herself attractive, but now described herself as 
“toothless ” with hands like “claws.” She immedi- 
ately showed the worker a photograph taken when 
she was well which the worker thought was quite 
appealing. In spite of her dejection about her 
appearance, she indicated that she had hopes of 
looking better again. Since she repeated that it 
was better that none of her friends came to see 
her while she looked so badly, worker wondered 
how she felt about her visiting. Patient responded 
that it was good to talk with someone besides the 
nurses and doctor; and since worker “ belongs to 
the hospital,” she knew about patient’s illness and 
was not “ shocked at my appearance.” 

After this statement, patient talked for some time 
about her younger sister and about the “nice” 
man she married. Sister had moved patient’s cloth- 
ing and furniture to her new apartment and patient 
had thought that when she left the hospital she 
would go to her home. Worker sensed that patient 
might have some feeling about sister’s marriage, 
particularly since sister was several years younger, 
appeared more adequate, and was physically more 
attractive. Worker sensed that patient seemed to 
be making a controlled effort to cover up her true 
feelings and had made a great deal of effort to 
repress her hostility. This was indicated overtly 
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in her rigidity and tenseness, which seemed to be 
a factor in her illness. Patient seemed to be able 
to relate positively to the worker and further indi- 
cated that she would like to talk with the worker 
whom she could accept as part of the hospital. 
Patient looked even less comfortable physically 
when the worker saw her again. Her fingers 
seemed stiff and sore, and her fingernails were 
coming off. Patient told worker that her sister 
had visited her the previous week and had brought 
her some fruit. She emphasized the fact that she 
realized how busy the sister and her husband were, 
so that they could not visit often. She then went 
on to talk about getting well and said that she 
understood that recovery was slow in certain ill- 
nesses. Although she had been in the hospital for 
two months, she hoped she could leave at the end 
of another two months. Suddenly patient burst 
into tears, after which she seemed embarrassed 
and began to apologize. She said she had never 
allowed herself to show her feelings before anyone 
although she did cry at night. She also mentioned 
that she hoped her doctor would not be told that 
she lost control. He has done so much for her and 
he might think her ungrateful. She really felt she 
could not tolerate being ill this way all her life. 
She brought out her fear of dying, which she 
thought might result from infectious process reach- 
ing her heart just as it had affected her fingernails. 
At this point the worker was able to accept 
patient’s fears and the fact that it was not easy 
for her to be ill. It was her thinking too that 
patient might be helped through a case work rela- 
tionship to release some tension and thus lessen 
her rigidity. In talking with the doctor about this, 
he expressed discouragement that patient was not 
showing any progress. The infection seemed to be 
difficult to check. He felt, too, that patient’s emo- 
tional state was a large factor in her illness and 
that, unless she were helped to resolve some of her 
feelings, the medical treatment would be ineffective. 


Another case is illustrative of a beginning 
interview undertaken at the request of the 
attending surgeon, who was anxious that 
discharge plans be initiated promptly. It is 
interesting to note that in spite of the exter- 
nal pressure created by the time element, 
the worker, cognizant of the reality situation, 
does not allow this sense of urgency to affect 
her service to the patient. This patient had 
been in the hospital for several months dur- 
ing which time radical surgery had been 
performed because of malignancy. Patient 
had a functioning colostomy which was to 
be closed up within a two-month period. It 
was worker's thinking at the time of referral 
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that this situation should have been referred 
earlier since patient might have been able 
to use help in accepting the diagnostic and 
surgical procedures. 


Worker introduced herself to patient and ex- 
plained that the doctor had told her that patient 
was ready to go home soon and might have some 
problems about care at home. Worker commented 
that she was interested in helping her with this. 
Patient is an obese, middle-aged, grey-haired 
woman with a very pale skin. She has large dark 
eyes and appeared somewhat depressed. Patient 
sighed and replied that she was going home, but 
not to her own home. She was going to her sister- 
in-law, since she felt that she would need some- 
one to take care of her. At this point, with a good 
deal of suppressed feeling, patient started sobbing 
and said she was afraid to go home but she did 
not want to remain in the hospital. After a short 
pause worker replied that it must be difficult for 
her because of the nature of her operation. Patient 
continued to tell worker that the operation really 
involved a radical change. She was terribly 
ashamed and upset about it. She did not want 
people to take care of her and she hated taking 
care of herself. Worker said that she knew about 
this. Patient with some feeling stated that the 
odor nauseated her and she was afraid that people 
around her would not want to stay near. She did 
not like anyone else to take care of her and she 
felt she must learn to manage. 

Worker wondered whether she had discussed 
with the doctor the possibility of caring for her- 
self. She replied that he had assured her that 
the colostomy opening would be closed up in two 
months. In addition, he had prescribed a diet so 
that she would be able to control the colostomy 
during this interval period. Worker commented 
that she knew of other patients with similar con- 
ditions who had learned to care for themselves. 
Patient replied that she never knew that anyone 
had this kind of operation. It was something 
entirely new to her. She really felt disgusted 
with herself and was fearful about reactions of 
people coming in contact with her. Worker com- 
mented that it was not easy to accustom oneself 
to something like this, but that perhaps it was her 
feeling about herself that was the important thing. 
Worker then suggested that perhaps patient would 
like to talk about this further. Was it that she 
might feel others were disgusted because she her- 
self felt that way? With much less feeling, patient 
nodded and thought that might be the reason. 
Worker wondered if patient had been told about 
the nature of the operation. Patient replied that 
if that had been made known to her, she would 
rather have died first. Worker commented that 
not having known about it must have made it more 


difficult to accept. Had the doctors explained why 
it had been necessary? Patient replied that they 
had. She went on to say that they had promised 
to close it up, so that it was this present period 
that concerned her. With a sigh, she added she 
supposed she would just have to manage for two 
months. Worker wondered how she felt about 
the arrangements at her sister-in-law’s home. She 
explained that she felt she was rather weak and 
did need to be with someone. She would have her 
own room and did not anticipate any difficulties in 
staying with the family. It was simply her own 
feeling about herself. Patient went on to tell 
worker about her family relationships and her 
feelings regarding being a free patient. This was 
the first time she had to accept care without paying 
for it. She felt that she had received excellent 
care but was upset about her inability to reimburse 
the hospital. 

After some discussion of the physical arrange- 
ments at her sister-in-law’s house, patient and 
worker agreed that at present she would need a 
public health nurse to help her with her dressings 
and bed care. Worker arranged to send a nurse. 
Patient said she could make her own arrangements 
about leaving the hospital and returning to clinic. 


In summary, the writers have attempted 
to analyze the use of function of the social 
case worker in a medical agency as a dy- 
namic factor in the intake process. Because 
of the complexities and limitations in the 
setting, the medical social worker often has 
to assume more responsibility for initiating 
the helping process. This occurs because the 
help offered by the social service department 
is only one of the many services in the total 
program of medical care of the institution. 
The patient’s immediate concern in coming 
to a hospital is to obtain relief from physical 
symptoms, so that in the beginning he may 
not understand the social case worker’s 
services in relation to his medical care. It is 
often necessary, therefore, for the medical 
social worker to offer her services before 
the patient may be aware of the need for 
her help and to assume responsibility for 
enabling him to understand how she fits in 
with the rest of his medical care. In the 
initial interviews, both the worker and the 
patient actively engage in an exploratory 
process in order to discover together the 
degree to which factors within his environ- 
ment and within himself are influencing his 
illness and his feeling about medical care. 
The patient’s participation in this joint 
process has been increased through a recent 
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emphasis upon the importance of enabling 
him to be an active contributor to it. This 
is in contrast with former procedures of 
obtaining social information about a patient 
rather than with him. 

The three cases presented illustrate the 
worker’s use of criteria to determine the 
patient’s ability to use her services help- 
fully. All three patients presented a prob- 
lem relating to medical care. Services were 
focused upon enabling these patients to par- 
ticipate more fully in medical treatment. An 
important factor in the case worker’s offer- 
ing of service was a recognition that anxiety, 
if unrelieved, utilizes energy needed for 
physical restoration. Because a certain 
amount of anxiety is present in any illness 
situation, the worker needs to gauge sensi- 
tively the amount of anxiety a patient can 
handle by himself and at what point he needs 
help from the case worker. In all three 
cases, too, the patient’s ability to relate to 
the worker and to the services of the agency 
was the basis of continuation of her activity. 

Thus one sees in the beginning of the case 
work relationship with the patient an attempt 
on the part of the worker to evaluate the 
patient’s ability to relate to the medical 
agency and to use the services offered by the 
case worker. The extent and direction to 
which the patient can continue to use help 
is indicated by “the way he faces, works 


with, and relates to the agency services, 
requirements, limitations, and choices as a 
resource for changing the situation that 
brought him.”*® Translated into the lan- 
guage of the medical setting this means sim- 
ply that the capacity of the patient to use 
medical help is measured by the degree to 
which he is able to take hold of what medical 
science has to offer and to use this help for 
achieving greater physical adequacy or com- 
fort. For the social case worker function- 
ing within the medical setting, this implies 
flexibility and sensitive awareness of the 
problems created for the patient by the 
nature and demands of medical care, capacity 
to recognize evidence of the patient’s own 
strength and ability and to perceive areas 
in which fear and anxiety may paralyze his 
power to assume responsibility. Her specific 
professional function becomes one of recog- 
nizing the essential nature of the patient’s 
problem and of helping the patient to cope 
with it. Awareness of her special profes- 
sional function becomes truly significant 
when she is able to integrate this professional 
awareness with a knowledge of the meaning 
of illness, understanding of the person who 
is ill, and skill in the process of offering help 
at the initial point when this special service 
is made available to the patient. 


5M. Robert Gomberg, op. cit., p. 37. 


The Medical Field Agent in the Induction Process 


JEANNETTE D. HONSBERGER AND LaurA G. Rusin 


HE MONTHLY induction of thou- 

sands of men into the armed forces and 
the large percentage of emotional casualties 
in the service have highlighted the need for 
efficiently weeding out men unfit for military 
service at the point of inception. All over 
the country medical field agents have been 
appointed to help in this process. It is the 
major function of these workers to assist 
the medical authorities in uncovering facts 
and history that may indicate the presence 
of any emotional pathology. Such data can 
be utilized by the army medical authorities 
in determining the registrant’s fitness for 
military life. 
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The size of the problem and the scarcity 
of social workers have made it necessary 
to draw in workers from diverse fields of 
practice, with varying degrees of training 
and experience. Many of these workers have 
had little contact with psychiatric knowledge 
and need orientation in the type of inter- 
viewing which may uncover emotional 
problems. Even psychiatrically trained 
workers find that the briefness of the contact 
and the lack of clinical complaints in the 
registrant make for rather new conditions in 
interviewing. 

We might think of the problem of the 
medical field agent as resting on a base hav- 
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ing three feet, indicating the three areas in 
which the worker will need skill. The first 
foot of this base is the agent’s relationship 
with the local board in terms of a secure 
knowledge of procedure and of the nature 
of appropriate services. The second is a 
thorough knowledge of the symptomatic 
groupings in mental pathology as a founda- 
tion for the interviewing process. With this 
the worker can be realistically secure in 
identifying the clues found in the interview 
which suggest possible presence of other 
symptoms in need of exploration. The third 
and also essential foot on which the pro- 
gram rests is skill and economy in the inter- 
viewing process itself. Essentially this 
involves questioning the registrant simply 
and objectively so as to enable him to talk 
freely. We shall take up these last two 
parts of the program first, that is, the inte- 
gration of the knowledge of symptomatology 
with the interviewing process. 

There is danger in discussing interviewing 
in such detail as to seem to suggest set pat- 
terns or approaches. Gordon Hamilton has 
expressed this well: “ Patterns for history 
belong under the blotter or more truly at 
the back of the head, but not in the inter- 
view.” 1 However, as one examines the 
kinds of facts about an individual which 
disclose danger signals in his make-up and 
the frame of mind of the average registrant 
in a pending induction situation, certain 
guides and key principles reveal themselves 
as useful for brevity, for true evaluation, and 
for safeguarding the morale of the registrant. 
Interviews the medical field agent is called 
upon to conduct in this area fall into two 
groups: (1) the interview initiated by the 
the induction station after the registrant is 
rejected, and (2) the interview initiated by 
the field agent before the registrant has 
reported to the induction station. 

Rejected cases are sent back to the 
local board for further social and medical 
study. The reason for rejection is given 
the registrant in overall terms such as 
“psychoneurosis severe” or “ psychoneu- 
rosis-enuresis.” The registrant may be 
alarmed, angered, or bewildered by his sum- 
mons from the local board. Usually his 
co-operation can be gained by an interpreta- 


1 Theory and Practice in Social Case Work, 
Columbia University Press, New York, 1940, p. 114. 
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tion of his rejection, and of the agent's 
desire to help him by obtaining medical and 
social data for the consultant psychiatrist 
who will examine him and make a more 
final medical decision on his eligibility for 
military service. 

The interview initiated by the medical 
field agent is more difficult, as becomes 
apparent in an examination of the reasons 
for initiating the interview, the methods of 
approach, and the attitude that may be 
aroused in the registrant. The first step 
confronting the social worker is that of 
selecting from the folders given her the men 
whose documentary material suggests pos- 
sible emotional difficulties. 

Many of the folders contain reports on 
obviously fairly well integrated individuals. 
An interview with these people would be 
uneconomical and unnecessary. If the regis- 
trant’s school life terminated within the past 
five years, the folder will contain school 
reports which in themselves may have in- 
formation suggesting that the man may be 
a bad risk for the army. Further study 
through an interview may be indicated. On 
the other hand, if a man’s intelligence is so 
low that he could not be admitted into our 
public school system or has been continu- 
ously in an ungraded class, he obviously 
would not be good military material. An 
interview in this kind of situation would, 
therefore, be unnecessary. When, however, 
a man has given conflicting or unintelligible 
answers around his work or marital life or 
has written innumerable letters to the local 
board revealing fears and anxieties, illnesses 
with emotional implications, or even peculiar 
attitudes, he would usually require further 
study and, therefore, an interview. 

After selection has been made of the regis- 
trants who need interviewing, leads for 
focusing the discussion can also be obtained 
from their folders. If questions or com- 
plaints made by registrants to local boards 
have been unanswered, these may serve as 
a logical point of departure. Or positive 
beginnings may be found in the school or 
work record, such as unusual success in 
school or work or points of difficulty in 
certain areas. Unless the registrant ex- 
presses a wish to talk about a difficult experi- 
ence, it seems best to avoid beginning at a 
sensitive area. 
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Every registrant appearing for an inter- 
view will have feelings of uncertainty and 
suspense about whether or not he will be 
taken into the army, about the purpose of 
the interview and how it will affect his 
acceptance or rejection. Accepting this natu- 
ral anxiety, we would first of all allay his 
fear by interpreting ourselves and our pur- 
pose, using simple phrasing and a form of 
language which will make the registrant im- 
mediately feel he is with a friendly, under- 
standing person. The main points to be 
covered in this explanation start with our 
interest in helping him and the army authori- 
ties. In order to do this we want information 
about his health, his work, and his social life 
so that the doctor at the induction station 
can make the right decision as to his fitness 
for military life. We explain further that 
some men are used more advantageously for 
the war effort in civilian life, others in the 
service itself. As part of this explanation 
it would be important to emphasize that the 
data he gives us will be treated as con- 
fidential and available only to the medical 
authorities. 

When the registrant clearly understands 
what we are and what we are trying to do, 
he may also be helped by some expression 
of understanding from the social worker 
about the strain this period of uncertainty 
represents to him. Clearing away obscurities, 
seeing himself as acceptable in or out of the 
army, and hearing the worker express a 
human understanding of what he must be 
feeling, will not only help establish rapport 
but help him to begin to relax his tension. 
Although it is normal for such uncertainty 
to make the average registrant nervous and 
tense, the manifestation of this will be dif- 
ferent for different personalities. It is the 
task of the interviewer to distinguish be- 
tween reactions occurring within normal 
limits and those indicating possible pathol- 
ogy. She will need to be keenly alert to all 
that is observable about the client: slow 
gait, drooping posture, sad facial expression, 
or quick, excited, jerking movements, notice- 
able tensions, trembling, perspiring hands, 
flushing, or overcalm and aloof manner, will 
all be significant. Lack of smoothness and 
incoherence of his speech as well as the 
brevity or verbosity of it will be meaningful. 
He will show attitudes in feeling tones dis- 
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closed by speech. The persistence and the 
amount of these bodily indications of stress 
will be important in forming a judgment 
about whether or not the reaction is within 
the normal range, considering the situation 
he is in. The worker will try to allay any 
suggested anxiety, depressed state, hostility, 
or suspicious attitudes by straightforward 
and kindly means. The registrant’s response 
to such reassurance should be watched. 

As part of an orientation program, the 
medical field agents in New York City 
attended six lectures by the psychiatrist Dr. 
S. Mouchly Small.? A thorough assimilation 
of this lecture material in which he grouped 
symptoms and characteristics likely to be 
found together and a common-sense use of 
observation will help the interviewer in 
knowing what kind of information to seek 
and record for the psychiatrist. For in- 
stance, the social worker who has a good 
knowledge of symptom groupings will use 
her observation of unusual tensions in man- 
ner, body, or speech of the registrant to 
make her alert in the health history for 
somatic complaints associated with anxiety 
which, according to the registrant, have not 
improved under medical care. She will also 
look for possible sleep disturbances of an 
anxious, worrying nature. She will note 
an inclination to worry which may indicate 
neurotic or basic anxiety. She may further 
explore this tendency by examining work 
history to see whether similar tendencies 
have existed there. There may be a propen- 
sity to overwork, a disinclination to change 
a job, timidity about seeking advancement, 
feeling of inadequacy on the job, and so on. 

Some registrants show their anxiety and 
deep sensitiveness by a chip-on-the-shoulder 
or defensive attitude. With this registrant 
the worker then is more than careful to 
make clear the importance of the interview 
for him. Dissatisfactions on the job will 
be explored and care taken to phrase the 
questions so as not to involve him per- 
sonally ; for example, Has he been fortunate 
in the kind of employer he has had? When 
there have been dissatisfactions in the job 
the agent will want to find out whether 
sicknesses and absences have been the way 


2Later published in pamphlet form as, Symp- 
toms of Personality Disorder, Family Welfare 
Association of America, 1944 (60 cents). 
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of meeting them, or a too frequent change 
of jobs. This same kind of chip-on-the- 
shoulder, defensive person may not be so 
much anxious as distrustful and suspicious. 
In either case, if this were really part of 
the personality, his work would be affected. 
In a gross situation of mistrustfulness and 
suspicion, instead of inadequacy on the job 
the registrant may express a feeling of lack 
of appreciation of his abilities on the part 
of present and past employers, perhaps tell- 
ing some incidents of having been cheated 
or kept down. Such a man probably would 
have few friends, might describe himself as 
contented to be alone or might say that it’s 
better to be strictly on your own. As the 
medical field agent familiarizes herself with 
the natural groupings of symptoms, and 
with practice in interviewing, she will 
find the symptoms in many other possible 
combinations. 

Unless the registrant’s folder indicates 
another beginning for the interview, a good, 
safe, and objective one would seem to be in 
the health area. Questions concerning health 
have often been asked in other life situations 
and may serve to relax the registrant and 
establish rapport for the rest of the inter- 
view. It has been found helpful to begin 
with childhood health—perhaps asking what 
childhood sicknesses or diseases seem to 
stand out in his memory or had the most 
effect on his health. With such an approach 
the interviewer will find that a registrant 
will usually list his past and present diseases 
without the need of the social worker’s 
dogmatically enumerating a specified list. 

In order to bring out more naturally cer- 
tain data around sleep, tendency to worry, 
and fears, it may be helpful to ask about 
them as part of the health discussion. In 
taking history in any area, it is very impor- 
tant to protect possible sensitive feelings in 
order to enable the registrant to speak of 
unpleasant things. 

For example, a natural question such as, 
Do you rest well at night ? may help a person 
tell about possible nightmares, anxieties, or 
other disturbances in sleep. It may also 
uncover a tendency to worry. If it does or 
if worries are indicated, a further question 
may be revealing and not upsetting, such as, 
What kinds of things bother you most ?— 
with perhaps even the suggestion that most 


people are sensitive to some things. If, from 
observation of the client or certain hints that 
he has given, the worker finds he has special 
fears, she may go on to say that there are 
many things that some people like to avoid 
or that make them nervous, such as crowds, 
high places, meeting new people, or a talk 
with the boss. What is his experience? 

These phrasings of approaches, of course, 
are given not for literal use but are meant 
merely to be stimulating to the interviewer 
and illustrative of the principle of protecting 
the registrant’s feelings. When significant 
material is uncovered, we must try to learn 
whether or not there is realistic, justifiabie 
basis for the fears or worries or sleepless- 
ness. We will also want to know the per- 
sistence and amount of it and how it may 
interfere with his way of living. 

The focus in further exploration will be 
guided by observations plus the clues in the 
health history. After covering health, it 
may be very logical for the registrant to 
discuss his job and how he feels about leav- 
ing it. School may also be an area that is 
not threatening and may be logical for the 
younger registrant. Beginning with the im- 
plications for the registrant of leaving his 
present job will sometimes bring very natu- 
rally a man’s dissatisfactions with his job 
or with himself in relation to work in gen- 
eral. If not, a question that may enable him 
to be undefensive about it would be: Have 
you been doing the kind of work for which 
you are best fitted? or, Does this job have 
a future for you? It is very easy and natural 
to be interested in how long the registrant 
has been on his job and whether this has 
been one of several jobs he has held or 
whether he has always stayed on one. Much 
of importance about a registrant’s stability 
and the value he sets upon his own ability 
will be revealed in these approaches. An- 
other principle worth thinking about when 
looking further for the basis of an experi- 
ence of failure is to be as reassuring as 
possible in attitude and avoid any impression 
of criticism. Simple, factual questions may 
serve this purpose. For example, What have 
you found wrong with the job? Has it been 
the kind of work or the employer? If a 
registrant has talked about an unsatisfactory 
job and his feeling about it, the worker will 
want to know how he has handled it. So 
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she might ask—Have you had to miss much 
time? or, How have you been able to stick 
it out? 

Perhaps the registrant will respond to 
some of these approaches by wishing to dis- 
cuss fully and adequately his own personal 
difficulties. On the other hand, exploration 
in areas such as health, job, and even school 
may have suggested things importantly 
wrong in the personality without sufficiently 
establishing them as significant. Therefore, 
the worker may need to initiate discussion 
of what the registrant thinks about himself 
as a person. Some of the ways of getting 
at suspected shyness, seclusiveness, or over- 
dependence are by questions similar to these: 
Do you like to be on your own? Do you 
keep things to yourself? Do you have close 
friends with whom you share confidences 
or troubles or do you pull out of difficulties 
alone? If the registrant is married, an 
acceptable form of question for bringing out 
both marital situation and dependency needs 
is, Do you and your wife depend on each 
other a great deal? 


In practical discussion of the relationship 
with the local board it should be pointed out 
that it is in the area of the unpredictable 
or unexpected demands made on the medical 
field agent that difficulties may arise. Mem- 
bers of the local board know that the medical 
field agent is a social worker and they reflect 
varied degrees of understanding of the pro- 
fession and the assignment. The men on 
every local board are a representative cross 
section of the community, which places the 
medical field agent in a strategic position to 
do pioneer work in interpreting social work 
through the quality of her service. When 
working with an agency a social worker has 
the security of functioning within organized 
policies and existing procedures built up 
within realistic limitations. At a local board 
she becomes a one-man social agency where 
she is to a great degree dependent upon her 
own resources in working out her functions 
and setting up professional limitations for 
herself, while at the same time trying to meet 
all appropriate requests. In order to serve 
the registrant and the local board adequately 
she must have flexibility to lend her skills 
to the needs as presented by the board or 
by any lay person interested in the registrant 
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who seeks help at the board. She must have 
the ability to retain her professional integrity 
by setting up limitations that make the exist- 
ing resources in the community available 
without taking on responsibilities belonging 
to established agencies or included in the 
induction process, such as the local board 
or induction station. 

The requests that come to the medical 
field agent are varied. It may be helpful 
to cite some cases as illustrations. 


Mr. I, 21, was in the armed forces from Novem- 
ber, 1942, to January, 1943, when he was dis- 
honorably discharged. Since that time he has been 
coming regularly to the local board demanding 
that they change his army release to a medical 
discharge (stressing his inability to get work with 
such a military record). One of the members of 
the local board was a board member at a private 
hospital. Since the hospital had a shortage of 
labor on its maintenance staff, he felt that it might 
be wise to employ the man, but before doing this 
he wanted the worker’s impression as to the pos- 
sible risk involved in employing someone with a 
dishonorable discharge. 

Mr. I and his oldest sister, 30, came to the 
local board. We saw the sister alone, then the 
young man, and then had a conference with both 
of them. We found the registrant in a highly dis- 
turbed hysterical state. He had his discharge 
papers with him and immediately started to speak 
about the necessity of having them changed to a 
medical discharge. Under pressure from his sister, 
he had been looking for work, using his discharge 
papers with every employer. He seemed to need 
to punish himself by letting everyone—neighbors, 
employers, anyone who would listen—know under 
what conditions he left the army. His conversa- 
tion was incoherent and he seemed to indicate 
suicidal tendencies. His movements were uncon- 
trolled; his entire behavior that of someone men- 
tally and emotionally disturbed. 

From his sister we learned that she and her 
brother have been coming to the local board to 
demand a medical discharge. The registrant is 
the youngest of three children, two girls and one 
boy. When he was 18 months old his mother 
died. For two and one-half years the children 
were brought up by their maternal grandmother. 
After she passed away, the oldest daughter, nine 
years older than Mr. I, took over the mother role. 
The three of them lived with their father, who 
never remarried. As a result of her brother’s dis- 
honorable discharge, the sister has developed fears 
for his future. They are both aware of the fact 
that he has homosexual tendencies but his sister 
has a distorted idea of what this means. In her 
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endeavor to help him, she has forced him to look 
for work. In the evenings they spend together at 
home (she is employed) her anxiety manifests 
itself by overattention and a desire to censor his 
every act. She even confessed that she watches 
when he reads the newspaper so that he should 
not admire any picture of women which might be 
questionable, or read any sordid news. At our 
suggestion the sister has put the dishonorable dis- 
charge under lock and key. After a great deal of 
interpretation to both brother and sister, we suc- 
cessfully referred the registrant to a mental health 
clinic where he is under the care of a psychiatrist 
who summed up the situation in his medical history 
in the following manner: 


In conclusion we would offer a diagnosis of psy- 
chopathic personality because of basic instability. 
This instability may be on an organic (encepha- 
litic) basis. There are also hysterical symptoms 
and homosexuality. Prognosis is extremely poor 
in such a case. Institutionalization may become 
necessary at any time due to Mr. I’s lack of 
control. However, if he is to be given a trial 
outside an institution he should be doing some 
simple kind of work as indicated above. We have 
recommended elixir of luminol as a means of 
combating his overactivity. We shall see him to 
try to lessen his hysterical symptoms. 


On receipt of this report we discussed the 
situation with a family agency, which ex- 
pressed interest. We felt that the sister 
needed guidance in her relationship to her 
brother and with the co-operation of the 
psychiatrist finally got her to go to the family 
agency for such service. That agency offered 
to co-operate in helping the family’s adjust- 
ment and with the hospital in the employ- 
ment area for Mr. I. 

The local board was very concerned about 
this situation and anxious to continue its 
interest. At different times, board members 
suggested that we call the sister into the 
office to find out what progress, if any, is 
being made. It has afforded an opportunity 
not only to show the members of the local 
board how community resources can best be 
used to help people but also to demon- 
strate the advisability of withdrawing from 
the situation once responsibility has been 
assumed by another agency. 


Mr. A, 28, physically and mentally sound, 
has been deferred twice by the local board 
on grounds of undue hardship to his family. 
Community feeling is running high to force 
able-bodied single men into the armed forces 
before family men are inducted. The mem- 
bers of the local board have deferred Mr. A, 
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but now feel that they need the moral sup- 
port the medical field agent can give them 
through her study of the situation before 
they can decide to uphold or rescind their 
original decision. In fact, they tend not only 
to want the medical field agent to secure 
additional information to fortify their present 
stand but even to suggest a decision. Only 
after repeated discussion has the medical 
field agent been able to make it clear that 
she is restricted to giving them factual 
material She can express an opinion 
but the actual decision is the board’s sole 
responsibility. 


Mr. A’s father and mother have been dead for 
many years, and the registrant has had the respon- 
sibility of his two brothers’ support since they left 
the orphanage four years ago. Richard is now 20; 
David, 15. Richard has recently been rejected by 
another local board. (At the time of his rejection 
they lived in another district of New York.) Mr. 
A is employed as an accountant at a mail-order 
house and was seen by us on January 31, 1944, 
for additional information and study. According 
to his story both boys were in the orphanage for 
six years, Richard from his tenth to his sixteenth 
birthday ; David from his fifth to his eleventh birth- 
day. Richard attended high school where, his 
brother said, he was a very poor pupil. Upon 
further questioning we found that Mr. A did not 
feel that the records of the orphanage would help 
clarify the history of Richard. He felt that Richard 
had needed medical care while at the orphanage, 
but that this had been completely overlooked or 
neglected. Mr. A is an intelligent, well-informed 
individual who tells us that he placed his brother 
under medical care as soon as he took him out 
of the orphanage. The attending physician gave 
him the necessary hormone injections but these 
failed to help his retarded physical growth, since 
medication had been delayed too long to have any 
effect. 

We explained to Mr. A that, as the medical 
field agent, we would have no part in making a 
decision on his military status but that our function 
was to try to help both him and the local board 
by gathering information so that a just decision 
might be reached. Mr. A understood and appre- 
ciated this point of view and said he would 
co-operate in any way possible to get the type of 
information that would be most helpful. He wanted 
us to know that he was not trying to evade his 
military responsibility, but that he felt that Richard 
could not be trusted to function independently and 
that he would be a bad influence on David. Richard 
is at present employed and Mr. A is certain he 
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would lose the job if he did not have Mr. A’s 
daily guidance. Nightly they review the day’s 
happenings and Mr. A advises Richard in his daily 
association with his co-workers. He feels Richard 
would not be able to hold a job without such help, 
would be a bad influence on his younger brother, 
and might even get into conflict with the law. 
Richard is physically, intellectually, and mentally 
immature. Mr. A does not have any close rela- 
tives and his distant cousins have not shown any 
interest in the family. They are boarding with 
strangers with whom they have been making their 
home this past year. His landlady takes no 
responsibility for the boys. 

In order to verify some of the data, we requested 
that he get school reports from the high school, 
a medical report from the doctor currently treat- 
ing Richard, and that he give our board permission 
to get the reason for rejection from Richard’s local 
board. According to arrangement, Mr. A brought 
in the reports from the high school which indicated 
that Richard did failing work in all subjects. The 
report from their private physician states that he 
is intellectually, physically, and mentally immature, 
irresponsible, and suffering from “ hypogonadism.” 
He further reports: 


From firsthand knowledge of Richard’s entire 


make-up, I-am able to state unequivocally that he 
is dependent on others for guidance in everyday 


affairs. Although he is able to carry out simple 
tasks, he lacks the intellectual and ethical fiber to 
do things unless prodded by an older person with 
authority. To entrust another child to Richard’s 
care would be unwise. 

The local board that rejected Richard said that 
he had been rejected at the induction board as 
a psychiatric rejection; intellectually and physically 
immature. We showed these data to the members 
of the local board, but they still felt that the 
investigation could not be considered complete be- 
fore we interviewed Richard and gave our personal 
reactions. Even though they had medical and edu- 
cational material to back their decision, they felt 
a need for the worker’s direct reaction before they 
could make their final decision. We did see Richard 
and merely stated that we found him as the doctor 
described him. This gave the board the assur- 
ance they wanted and they decided on Mr. A’s 
classification. 


To summarize, we feel that the local board 
and the public need help and direction with 
the many life problems arising out of the 
national Selective Service Act. The medical 
field agent is fortunately placed at the spot 
where simple human approach and a knowl- 
edge of the community will help curtail much 
of this human distress. 


A New Word for Social Workers 


Bette Boone BEARD 


¢¢ A DOLLAR for every new word” was 

the inducement offered by Dr. 
William Healy at the Judge Baker Guid- 
ance Center in an effort to encourage the 
staff to refine and enrich their clinical 
vocabularies. 

I never won a single cent while there but 
I believe I have found a one dollar word 
now. It occurs in Manual de Psiquiatria by 
Dr. Emilio Mira y Lopez where he is giv- 
ing some wise instructions for obtaining 
case histories: “‘Proceder siempre con paci- 
encia interés, uniforme, espiritu critico y 
ductilidad.” 

This last word sent me scurrying to my 
Spanish dictionary which said merely that 
ductilidad means “ ductility.” ‘“ Ductility,” 
as you well know, means “ ductile quality 
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or state” (Latin ductalis from ducere, to 
lead). When I began to delve into deriva- 
tions I readily saw that the imaginative 
Spanish have utilized our common Latin 
heritage much more versatilely than we. My 
English-speaking friends restrict their use 
of “ductile” and “ ductility” exclusively 
to a limited discourse about metals; while 
the Spanish can use it to describe people! 

Why have we neglected so useful a term? 

Webster defines “ ductile” as “ capable of 
being drawn out” and contrasts it with its 
synonyms “ plastic, which is readily respon- 
sive (especially like clay or wax) to shaping 
influences; malleable, which may be fash- 
ioned (like metals) under pressure or stress ; 
and tractable (see obstinate) which is easily 
managed or handled.” 
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Isn’t “ductile” precisely the word we 
have needed for a long time to describe the 
state that social workers wish to induce in 
their clients? Social workers do not want 
their clients to be plastic like wax, nor to be 
fashioned under pressure, not even to be 
managed too easily; but they do wish them 
to possess the ability to change. “ Ductile” 
implies a quality or state inherent within 
the person which is prerequisite to self- 
direction. Nothing gives the social worker 
greater satisfaction than to feel she “has 
drawn out” her client. This drawing out 
process, or ductility, is applicable to every 
stage of the individual’s development during 
the case work process. At first ductility may 
enable one to give information, to talk about 
himself, to verbalize about his problems. 
Later it may mean a drawing out of one’s 
innermost fears and wishes; and finally, the 
releasing of energies and capabilities. 

“ Ductility”” clearly implies that self- 
determining quality that has been described 
as the essence of social case work: “ The 
worker may help him to see more clearly 
the nature of the world in which he lives, 
may help him to use his own powers more 
effectively and may at times soften the impact 
of external reality, but the final choice of 
the pattern he wants his life to take in 
matters large and small is his and not the 
worker’s to make.” ? 

Virginia Robinson performed an invalu- 
able service when she extended the horizons 
of the word “ relationship” but she herself 
insisted that this word be further defined: 
“ The word relationship which I have chosen 
here implies interaction and _ continuity. 
Further than this it remains to be defined 
by whatever distinguishing characteristics 
we can find as we examine the use of this 
relationship on the part of the client and on 
the part of the case worker.” ? 

Ductility is only one of the goals to be 
achieved by the client-worker relationship. 
It is, however, not to be thought of as an 
end product. It is a continuing process that 
is active, not passive. It is something that 
motivates, that produces results. 


1 Florence Hollis: Social Case Work in Practice. 
Family Welfare Association of America, New 
York, 1939, p. 5. 

2 Virginia Robinson: The Changing Psychology 
in Social Case Work. University of North Caro- 
lina Press, Chapel Hill, N. C., 1930, p. 114. 
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Ductility implies interaction. It presup- 
poses a functional relationship between two 
or more persons or things. In order to be 
drawn out there must be someone who does 
the drawing. In this sense ductility differs 
from initiative. It is akin to one phase of 
transference as used by Dr. Kenworthy in 
the following statement: “In the handling 
of individuals, the fact that it is possible 
to create in our relationship with our patients 
a kind of positive feeling which leads them 
to be willing to follow our advice needs also 
to be understood in the simple analytic 
terminology of positive transference.” 3 

Ductility has obvious advantages over the 
word rapport. We are always standing on 
our heads trying to work rapport into our 
sentences, when what we really need is an 
adjective to describe someone. By using the 
adjective “ ductile,” expression is infinitely 
simplified. Then, too, en rapport connotes 
a state of being, whereas ductile connotes a 
dynamic process. 

Ductility is a characteristic to be desired 
not only in the client but especially in the 
worker. How often has the student worker 
been told that success depends upon his being 
able “to enter into the reality of another 
individual’s feelings”? No amount of hard 
work or of intellectual acumen can com- 
pensate for a lack of sympathetic concern. 
Miss Hamilton has very ably described this 
process as “ direct experiencing of relation- 
ship which is his surest touch with living 
reality.’ * How much more easily can the 
outgoing worker who readily enters into 
the struggles and ambitions of his client 
achieve understanding than the inductile 
person! 

Ductile and ductility are short words com- 
pared with the roundabout expressions we 
have used to convey the same idea. Think 
how useful they would be for rating scales, 
questionnaires, letters of reference, and so 
on, where we want to characterize people 
in a limited space. 

Lest you feel inclined to think I am taking 
undue linguistic privileges in proposing a 
broader usage of these words, I hasten to 


8 Marion E. Kenworthy: “ Psychoanalytic Con- 
cepts in Mental Hygiene.” THe Famity, Novem- 
ber, 1926, p. 213. 

4Gordon Hamilton: Theory and Practice of 
Social Case Work. Columbia University Press, 
New York, 1940, p. 33. 
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assure you that a more extensive use is not 
without precedent. I call to the witness stand 
in my behalf some eminent authorities of 
the past. 

If we go back to the sixteenth century 
we find that Shakespeare in 1592 used in 
Romeo and Juliet the expression, “ whose 
genius was not very ductile to humour, but 
acute, argumentative, comprehensive and 
sublime.” With Donne in the early seven- 
teenth century ductile was a favorite word. 
Among his several uses I have chosen 
“which shews the Ductileness and the 
Applicableness of God’s Mercy.” In Whit- 


lock’s Zootomia there appeared in 1645; 
“calling Obstinancy, Solidity; and humble 
Ductility after further Reason and Discovery, 
Sceptick Inconstancy.” Passing on to the 
next century we find that Pope in 1728 
wrote, “ Ductile dulness new meanders 
takes,” and Rollins in 1734 says, “‘ never was 
the ductility of genius equal to his.” And 
as late as 1849 Macaulay spoke of “ greater 
ductility and energy of language.” 

Of course these uses may not convince 
any social worker that I ought to win my 
dollar, but they do show that ductile need 
not be limited to conversations about wire! 


Editorial Notes 


Case Work and War Casualties 


N HER second article on case work with 
men who have been wounded in this 

war, Cynthia Rice Nathan again brings us 
a vivid picture of the feelings of men who 
have suffered injuries, the way in which 
they adjust to their injuries, and the help 
case work can give in their recovery. Look- 
ing back over both articles, two things 
stand out. One is the amazing ability of 
the average human being to take even severe 
injury in his stride, re-establishing normal 
human relationships and activities almost as 
soon as it is physically possible. The other 
is the dependence of these men on the 
response of other people—their immediate 
associates and, even more important, their 
relatives back home. 

The Red Cross hospital social worker is 
usually the first case worker to have a 
chance to assist a wounded man in his 
recovery. Through these articles we see her 
helping the man facing amputation with his 
fear of what is happening to him and his 
fear of telling his family about it. The 
patient facing plastic surgery can talk with 
her about how much medical repair he 
wants undertaken. The man who feels he is 
a “dope” because he has brought his 
injury on himself by carelessness can say so 
and have the case worker’s sincere response, 
pointing ouf that all of us have been equally 
stupid even though luckier. 
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When relatives visit, the Red Crdéss 
worker can listen to the man’s fears of their 
reactions and, equally important, can talk 
with relatives, preparing them for the meet- 
ing, helping them in advance to know what 
to expect, and to think of their man’s need 
for love and support instead of feeling only 
their own shock and grief. 

The next step in adjustment comes when 
the veteran returns to his own home. Most 
men will be able to carry on alone at this 
point but many will need further assistance 
in their vocational adjustment, in the con- 
tinuation of medical care, and in re-estab- 
lishing family and_ social ‘relationships. 
More than ever the quality of their families’ 
attitudes and responses will be crucial. 

It is hoped that these articles will help to 
prepare social workers here at home for 
their part in working with these men and 
their families. 





A number of issues of THe Famrity which are 
out of print are in constant demand. If you can 
send us any of the following we shall appreciate 
your kindness, and reimburse you at 15 cents a 
copy: 

March, 1920, through February, 1924; July, 
October, 1924; May, November, 1925; March, 
October, 1926; February, October, 1927; July, 
1928; April, 1932; January, 1933; April, 1935; 
February, 1939; November, 1940; October, 
November, 1941; January, 1944. 
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Book Reviews 


HE Psycuratric Novers oF OLtveR WENDELL 

Hotmes: Clarence P. Oberndorf, M.D. 268 

pp., 1943. Columbia University Press, or THE 
Famity, New York. $3.00. 


Most people, if they recall anything about Oliver 
Wendell Holmes, place him vaguely as a New 
England man of letters of the nineteenth century— 
and, of course, as “ The Autocrat of the Breakfast 
Table.” Few are aware that he was a distinguished 
physician and teacher of medicine, and that he was 
the first to make the important discovery of the 
contagiousness of puerperal fever. 

But Holmes was something more than a versatile 
physician who displayed literary gifts. He was 
also, as Dr. Oberndorf points out in this fine study 
of Holmes’s neglected novels, a psychologist and 
clinical psychiatrist of rare discernment and vision, 
a scientist struggling toward the dynamic insights 
that Freud a generation later was to thrust upon 
a rejecting world. 

The three novels in which Holmes developed his 
ideas concerning the nature of mental illness were 
Elsie Venner (1859), The Guardian Angel (1867), 
and A Mortal Antipathy (1884). In each the cen- 
tral figure is suffering from a malady stemming 
from a deep personality conflict; in each there 
occurs the figure of a kindly, understanding physi- 
cian who acts as a sort of deus ex machina. In 
the course of these novels Holmes has much to say 
about a great many things that today are familiar 
to the trained reader—unconscious mentations, 
psychic determinism, sublimation, bisexuality, in- 
fantile trauma, to mention a few. 

In this study Dr. Oberndorf has presented the 
three novels in abridged form and has added an 
accompanying commentary in which Holmes’s psy- 
chiatric insights are displayed to fullest advantage 
in the light of our current psychiatric and psycho- 
analytic knowledge. Preceding the novels there is 
a short introduction that tells something about 
Holmes’s life and times. 

As literature Holmes’s novels were far from 
being superior or even exciting, and one can easily 
see why they failed to take their place alongside 
the works of Poe, Hawthorne, Melville, and others. 
Nevertheless, today’s reader with some psychiatric 
or psychoanalytic orientation cannot fail to be 
stimulated by the keenness of perception and skil- 
fulness of exposition characterizing that side 
of Holmes which was far in advance of the con- 
ventional thinking of his day. 

To say that Holmes was a precursor of Freud 
in the scientific sense is perhaps being somewhat 
less than fair to the monumental achievements of 
the greater man, since Freud’s genius lay not 


simply in having vision and human wisdom beyond 
that of his fellows, but in working through the 
enormous personal and cultural resistances that had 
blocked everyone else—including Holmes—from 
organizing and extending this wisdom into a sig- 
nificant contribution to mankind. Nevertheless, we 
are indebted to Dr. Oberndorf for having brought 
to light a long neglected side of a great American 
and for presenting this material in highly readable 
and stimulating manner. 


Jute Ersensup, M.D. 

Associate in Psychiatry, 

Columbia College of Physicians 
and Surgeons 


SYCHOANALYSIS Topay: THe Mopern 
ApproacH TO HuMAN Prosiems: Edited by 
Sandor Lorand, M.D. 404 pp., 1944. Inter- 
national University Press, New York, or Tur 
Famity. $6.00. 


This book constitutes a résumé of psychoanalysis, 
the discovery of Freud, its inception, development, 
and present applications. It consists of thirty-one 
contributions to the healing sciences and to general 
culture, written by twenty-nine well-known and 
eminent psychiatrists and psychoanalysts. The 
essays are grouped together in their relation to 
each other and cover medicine and psychosomatics ; 
education and social work; neuroses; psychoses; 
problems of therapy; and applied psychoanalysis, 
including its relationship to religion, sociology, 
problems of crime, art, literature, and anthropology. 

The outstanding points concerning each aspect 
of psychoanalysis are presented clearly by writers 
most familiar with the respective applications. 
There has been an attempt to trace the historical 
development of each field, current attitudes, and 
the relation to future problems. In many instances 
cases are presented which illustrate well the theo- 
retical knowledge. The material in each essay is 
easily readable and not too long. Most of the 
authors have appended valuable bibliographies. 
There is a good index. Dr. Lorand has done a 
good job of assembling, organizing, and editing 
this material. 

The group of essays covering education and 
social work embodies about one-fourth of the book. 
Social workers will be particularly interested in 
Dr. Marion E. Kenworthy’s essay, “ Psychoanalytic 
Contribution to Social Work,” which includes a 
short historical summary of the application of 
psychiatry to social work. Psychoanalysis Today 
offers the interested person an opportunity to 
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acquire with relative ease a general knowledge of 
the scope and basic principles of psychoanalysis as 
it has evolved over a period of fifty years. It 
comprises essential material that otherwise might 
have to be gleaned from a number of somewhat 
more technical books. It is a book of value to 
social case workers for orientation, information, 
and perspective in psychoanalysis and as an 
authoritative guide to further reading. 


LeRoy M. A. MAgnper, M.D. 
Philadelphia, Pennsylvania 


Pamphlets 


The editor is indebted to members of the Edi- 
torial Advisory Committee who have taken re- 
sponsibility for these pamphlet reviews. The 
pamphlets may be secured in each case by writing 
directly to the publisher. 


Operation Statistics of Selected Family Case Work 
Agencies, 1943. Ralph G. Hurlin. 27 pp. 
1944. Russell Sage Foundation, 130 East 22 
St., New York 10, N. Y. 25 cents. 


This pamphlet presents valuable and significant 
statistical data from 60 reporting family case work 
agencies in this country and Canada. The author 
presents many charts describing the functions of 
the agencies, extent of service, and case work 
staff employed. In addition, there is concise inter- 
pretation of the various charts presented. Of the 
agencies represented in the study, all but three are 
members of the Family Welfare Association of 
America. Most of the larger agencies eligible to 
membership are included; however, the smaller 
agencies are less well represented. Although family 
case work service is the primary function of the 
agencies, many of them provide other types of 
services. 

It is not possible to outline in this review all 
the significant conclusions drawn from this study. 
However, certain important deductions Mr. Hurlin 
makes should be of concern and interest to the pro- 
fession. He points out, as a result of his study 
of active cases and size of staff, that “the con- 
tinuing reduction of service and of staff equipped 
to provide skilled family case work service appears 
unfortunate, in view of the assumption generally 
accepted that there is a large volume of family 
problems not primarily economic in nature to which 
case work skills are applicable.” The changing 
trends in family case work practice during the 
past seven years are very clearly described ; namely, 
the services of family societies to Selective Service 
Boards, the increase in brief-service cases, the 
increase in office interviews with a corresponding 
decrease in interviews outside, and the decline in 
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the percentage of relief cases. Intake tends to 
constitute about a quarter of the active case load 
monthly. In this report, the ratio of brief-service 
cases per 100 active cases monthly is presented. 
The proportion varied from 2 to 64 percent. 
Because of the high proportion of brief-service 
cases one can account for high ratios of intake 
to total cases. 

According to the analysis of figures on the 
length of case activity, it was learned that the 
median figure is 3.2 months. In his analysis of 
material in reference to size of case work staff, 
Mr. Hurlin reveals that all but eight of the agen- 
cies are engaged in the training of students from 
schools of social work; however, the ratio of stu- 
dents to regular staff workers varies. For the 
total group the average for the year 1943 was 
about one student to four members of the staff. 
It also seems apparent that most family agencies 
do not use volunteers in the area of case work 
practice. Only 11 agencies reported such workers 
and most of the total number were reported by 
one agency. 

The relationship of research to the field of prac- 
tice is well recognized. This pamphlet, therefore, 
is one that should be of interest to the practitioner 
as well as to the agency executive. Mr. Hurlin 
has presented a wealth of material concisely and 
his interpretation of statistical data is challenging 





“A book that can be of in- 
estimable value to wounded 
soldiers and their families.” 


— San Francisco Chronicle 
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by Betsey Barton 


“As an actual manual for rehabili- 
tation... this book is a strong and 
vigorous aid, positive, practical, 


sympathetic and realistic.” 
— Boston Post 


“An admirable personal testament 
... crammed with valuable thera- 
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— Chicago Sun Book Week 
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and of great interest to those concerned with the 
growth and development of family case work 
services. 


Insulin Shock Therapy. 96 pp., 1944. Temporary 
Commission on State Hospital Problems, 105 
East 22 St., New York 10, N. Y. Limited 
number free on request. 


The increasing interest in professional fields on 
the values of insulin shock therapy for dementia 
praecox patients makes this recently published 
study well worth careful reading. It covers a 
study of 1,128 dementia praecox cases treated 
with insulin shock therapy between January 1, 
1937, and June 30, 1942, at Brooklyn State Hos- 
pital, and with a corresponding study of 876 com- 
parable dementia praecox patients who received no 
form of shock therapy but who were admitted to 
other metropolitan state hospitals during the same 
period. 

The study reveals considerable difference in re- 
sults obtained by the use of insulin shock therapy 
among the patients receiving this treatment. In 
brief, however, the findings show that the insulin- 
treated patients were able to leave after a shorter 
period of hospitalization, attained a higher level of 
usefulness, and more frequently returned to gainful 
employment following hospitalization. Moreover, 
all age groups of the insulin-treated patients 
showed better results, although the males appear 
to have benefited more than females. The large 
saving in days of hospital care and the substantial 
financial savings to the state are other positive 
differences. 

The favorable findings of this study prompt the 
Commission to the recommendation that insulin 
shock therapy be used for all dementia praecox 
patients in New York State Hospitals who are not 
ineligible because of physical ailments, until other 
forms of treatment for these patients have demon- 
strated better results. Other recommendations are 
in the nature of safeguards so that future results 
may be studied and evaluated. 


Readers’ Forum 


To THE EpitTor: 

I was extremely interested in Doris Campbell’s 
review of Miss Benedict’s and my book, Play 
Centers for School Children, in Tue Famntty, 
November, 1944, particularly in the point raised 
about the need for case workers and teachers to 
become more aware of each other’s goals and 
methods. 

I think you will be interested to know that in 
the All-Day Neighborhood Schools we have advo- 
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cated the services of a full-time social worker in 
each school, but in order to secure such services 
we have had to raise the money for the salary of 
one of these workers from private funds. These 
are the only two public schools in New York City 
which have full-time social workers. 

When we say that “a case worker should be 
part of a school staff if possible,” we are being 
very practical. You are probably aware of the 
fact that one can secure the services of a very 
adequate teacher for anywhere from six hundred 
to one thousand dollars less per annum than the 
salary of a case worker. If one is trying to 
develop a practical budget, the case worker is, 
unfortunately, considered a luxury. I am not advo- 
cating that case workers receive less money, but I 
feel that the whole problem needs consideration 
and study. 

Day care for children of working parents will, 
undoubtedly, be part of postwar planning and these 
questions need to be more carefully considered. 
How can we bring these two groups together for 
closer understanding? 


ADELE FRANKLIN 

Director, Ali-Day Neighborhood Schools 
Board of Education 

New York, N. Y. 
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